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Tetraethyl lead was first manufactured on a com- 
mercial scale in 1923. It is occasionally added to 
petroleum in the proportion of 1:1260 as an anti- 
detonant. It is an oily liquid and its composition is 
that of an organic lipoid soluble: compound which is 
readily absorbed from the skin by contact and from 
the respiratory tract by inhalation. 


Poisoning in man arises from absorption through 
these channels, engaged in the manufacture of the 
substance, in the blending of the concentrated product 
with petrol, in can filling or washing or in some 
refinery operations or in the cleansing of storage tanks. 


__ Notes on 138 cases of poisoning by this agent 
with 13 fatalities were first collected and published by 
Elridge in 1924. Clinical analysis of a series of non- 
fatal cases were presented by Kehoe (1925). Norris 
.and Gettler (1925) published post mortem and chemical 
findings in 4 fatal cases of tetraethyl lead poisoning. 
They found the maximum lead content in the brain 
and liver. Machle (1935) gave a full account of the 
clinical features of 78 cases. He stressed the peculiar 
mental features in the clinical picture and divided them 
into four types. Schizophrenic, maniacal, confusional 
and delirious. No case report from India appears to 
have been published. Toxicology of the poison is 
summarised by the international labour office at 
Geneva (1934). 


_Toxicology—Externally—It is a corrosive. Sys- 
temic action shows: 


(a) Stimulating action on the central nervous 
system—mainly on the medulla and higher centres 
manifested by trembling, twitching and finally convul- 
sions without loss of consciousness. 

(b) Cardiovascular—fall of blood pressure and 
bradycardia. 


(c) Respiratory—temporary arrest of respiration. 


(d) Gastrointestinal—increased peristalsis with 
colic and diarrhcea. 


Average lethal dose in animals 0-5 c.c. per K.gm. 


Mice exposed to different concentration of tetra- 
ethyl lead by inhalation for ten minutes exhibit the 
following symptoms: 


Excitement followed by depression, trembling, con- 
vulsions, coma and death. 


Dogs exposed to repeated small applications to the 
skin after 18 days showed—depression, unsteadiness 
on feet and trembling. 


Post mortem appearances have shown in animals 
acute inflammation of small and large intestines with 
ulcers chiefly in the region of Peyer’s patches. 


The solubility of the poison in fat leads to its 
concentration in the brain and other parts of the 
central nervous system. 


Poisoning in man occurs either by absorption 
from the skin or from inhalation. 


In.the first week of March, 1946 a series of cases 
were admitted into the Campbell Hospital with 
peculiar neurological symptoms, such as violent mania, 
apprehension, inco-ordination and tremors all with a 
history of having worked a few days previously, or 
immediately prior to admission, in a tank which con- 
tained leaded petroleum for storage. 


The tanks were of vertical static type, 35 feet 
high and 102 ft. in diameter with 6 vents and two 
20” manholes on the top cover and the tanks were 
first used for leaded petrol from the 9th February, 
1945 till the 10th of October, 1945. (The tank con- 
tained 114 million gallons of petrol. The tanks were 
discharged on the 15th of February, 1946. From 
the 15th February, 1946 to 25th February, 1946 the 
tanks were aerated by keeping the manholes open. 
Then the tanks were washed with pressure water jet 
on 3 successive days, for a period of 8 hours each day. 


Thereafter the men were asked to go down and 
clean the floor of the tank. The men worked in shifts 
of one hour at a time. No records of any other pre- 
cautions taken were obtainable. Work of cleaning 
was started on the 28th February, 1946. _ 


CLINICAL FEATURES 


After working for sometime com- 
Jained of irritation in the nostrils, itching sensa- 
fon on the exposed parts of the body, giddiness, 
vomiting, and fullness of the head. 
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Apparently these initial symptoms were ignored 
or attributed to malingering. 


Two cases were admitted on the 5th and the 6th 
March. The case admitted on. 5-3-46 worked only for 
one day in the tank and did not report for further 
duty. Three days later he was in a violently mania- 
cal state and was admitted into the hospital. 


Both these cases exhibited unceasing restlessness, 
violent mania, delirium of the noisy type, loud inco- 
herent babbling. They sweated periodically and ulti- 
mately they became comatose and died. 


‘These two deaths naturally made the workers and 
management apprehensive and 15 other cases exhibit- 
ing milder symptoms were sent to the hospital within 
the next two days. 


The clinical features 


of these cases were as 
follows :— : 


(1) Minor toxic symptoms which included in- 
somnia, giddiness, headache, tremor, etc. were observed 
in 9 cases. 


Insomnia—The insomnia originated mainly from 
a fear of going to sleep with a fixed idea that something 
dreadful is going to happen if they fell off to sleep. 


Giddiness—This was intermittent. The onset of 
the giddiness was sudden and without any warning or 
premonitory symptoms. A patient would walk nor- 
mally for some distance in the ward, and suddenly he 
would feel giddy and his walk would show marked in- 
co-ordination and very often he would sit down. 


Headache was complained of by many patients. 


Tremors, starting from the superior extremities 
and involving the upper half of the body, coming sud- 
denly was noticeable in many cases. Some while 
drinking a glass of milk or water in the sitting posture, 
would start trembling, the glass or pot would fall from 
his hands to the bed or floor. Invariably the tremors 
as observed by us would be accompanied by an expres- 
sion of fear and apprehension and by profuse sweat- 
ing and by dilatation of the pupils. More often than 
- not the patient would lie down, or fall. 


Many of these patients complained of dimness of 
vision of short duration. 


(2) Two cases developed skin lesions. One of 
the cases that died developed severe erythema and 
dermatitis of the legs. One which recovered exhibited 
exfoliative dermatitis similar to that seen after admi- 
nistration of arsenic. The skin lesions started as an 
urticarial rash. The patient who lived developed 
hyperkeratosis of the skin with discharging fissures. 


(3) Two cases developed toxic amblyopia, which 
finally subsided. In one case discs were pale and 
pupils dilated with sluggish reaction, 


(4) Four patients developed a confusional type 
of insanity and one of these in the initial stages abs- 
conded from the hospital but was readmitted in the 


DAS AND SARKAR 


same state and again managed to escape. Physical 
examination of these patients did not reveal any abnor- 
mality except those features already stated. The blood 
pressure readings were not significantly abnormal, 
The cerebrospinal fluid was not abnormal in those cases 
in which lumbar puncture was done. All showed slight 
rise of temperature. The blood counts were within 
normal limits and no _ punctate basophilia was 
noticeable. 


The clinical features, with ultimate prognosis have 
been classified in Table I. 


TABLE 

Nature of Cases. Number Number 

of cases. Fatal. 

Mild toxic symptoms only 0 
Mild toxic symptoms with skin lesions 1 0 
Mild toxic symptoms with eye symptoms .. 2 0 
Violent mental symptoms 1 
Violent mental symptoms with skin lesions .. 1 1 
Total .. 17 2 


The average duration of stay of the patients in 
hospital was 3 weeks. 

In the 2 fatal cases, the duration of illness from the 
date of exposure to the poison was 6 days in one case 
and 2 in the other. 


Post Mortem Picture 

Post mortem examination was done in the two 
cases that died. 

The membranes covering the brain and spinal cord 
were congested. 

Both lungs were highly congested and cedematous, 
larynx contained froth. Heart—both chambers con- 
tained dark fluid blood. Liver—congested and dark 
in colour. Kidneys—congested. The blood was not 
cherry red in colour. 

The results of the chemical analysis of the viscera 
are shown in Table II. 


II 
Tissues Maximum Lead Case I Case II 
content per, 
K.gm. (Indians)* 
Liver 0-82 mg. 3-2 mg. 2-8 mg. 
Kidney 0-71 mg. 2-0 mg. 2:0 mg. 
Stomach 0-6 mg. 1-8 mg. 1-6 mg. 


*Baccur et al (1939). 


a Thus the lead contents of the tissues were unduly 
igh, 

Treatment—The cases were treated with calcium 
gluconate intravenously, sedatives and alkali mixtures 
with plenty of fluids orally or parenterally. 


Discussion 


The circumstances and history leave no doubt 
that all these persons suffered from tetraethyl lead 


poisc 
supp 
bral 

note 
this 
a Va 
sym] 
onse 
nost 
yom 
delit 
tren 
case 
desi 
the 
poi: 
logi 
gro 
oni 
clin 
tior 
eth 
tur 
poi 
Su 
alle 
Ba 
Ex 
M. 
Ne 
Oc 
sat 
tet 
ter 
| Id 


poisoning. The increased lead contents of the tissues 
supports the diagnosis. The clinical features of cere- 
bral excitement and mental derangement have been 


» noted as the most characteristic feature of cases of 


this poisoning. Practically all the cases exhibited in 
a varying manner these two predominant groups of 


symptoms. 


The special clinical features noted in this series 
were the early symptoms which initially heralded the 
onset of toxic symptoms. These were irritation of the 
nostrils, itching sensation in the skin, giddiness, and 
vomiting and a sensation of fullness of the head. 


During the course, apprehension even without 
delirium, the rapid appearance and disappearance of 
tremors, giddiness and inco-ordination were interest- 
ing features. Sweating and dilatation of the pupils 
were also well marked. The skin lesions in the two 
cases were notable. 


These symptoms do not conform to the typical 
description of acute or subacute lead poisoning. On 
the other hand none of the features are those of lead 
poisoning. It is possible that the predominant neuro- 
logical and mental symptoms are due to the ethyl 
group combined with lead. 


SUMMARY 


The circumstances leading to tetraethyl lead pois- 
oning in 17 cases are recorded. The predominant 
clinical features with variation from the usual descrip- 
tion of these are described. The toxicology of tetra- 
ethyl lead poisoning is summarised. ‘The clinical fea- 
tures differ from those of acute or subacute lead 


poisoning.* 
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THE PRESENT DAY TREATMENT OF SCHIZOPHRENIA 


A. K. RAICHAUDHURI, B:sc., 
Calcutta 


Even in current medical literatures the two names 
dementia praecox (as given by Kraepelin) and 
schizophrenia (as used by Bleuler) are used as if they 
are synonymous, yet there are lots of cases where the 
disease neither comes in praecox nor ends in dementia. 
So we have preferred the name of schizophrenia which 
denotes a splitting of the mind. 


The disease—schizophrenia is a very peculiar 
one in the fact that its pathology is unknown, its 
aetiology debatable and its prognosis uncertain. 
Whether it is an organic or a functional disease has 
not been settled even upto the present day. Psycho- 
logists and psychiatrists here seem to be at variance. 
The first group includes McDougall, Hoch, Adolf 
Meyer, Freud, Jung and others who are in favour of 
its being primarily of psychogenic origin and the 
organic changes are simplv of a secondary character. 
Of them McDougall (1926) opines that the inactivity 
of schizophrenics is due to a condition of interlocking 
caused by the simultaneous action of the opnosite 
sentiments of self-regard and self-submission. Others 
of this group hold that normally the libido-pseudopods 
(life energy of Jung and sex energy of Freud) are 
directed towards the outer world by which the ego 
makes contact with the world at large. Now due to 
constitutional defects or due to some trauma or frustra- 
tion in life, these libido-pseudopods are forced to be 
drawn within resulting in a ‘shut-up’ life of complete 
introversion (Freud, 1943). The psychiatrists on the 
other hand maintain the reverse view. This was 
originally advocated by Kraepelin and received solid 
support from Sir Fredrick Mott (1919) who found 
reasons to believe that the primary root of the disorder 
was degenerative changes in sex and other endocrine 
glands resulting in a secondary pathogenic change in 
the cortical cells of cerebrum. 


But the most recent researches tend to show that 
the withdrawal of the patients is not only in psycho- 
logical plane, but physiological responses as determined 
bv the introduction of thyroid or injection of adrenalin 
also shows a very slowed action. Thus it appears 
that possibly none of these psychological or organic 
changes are the cause, but ‘possibly all of them are 
coincident manifestation of a widespraad running 
down of the vital energy.’ : 


TREATMENT 


This uncertainty of aetiology is well reflected in 
the plurality of the methods of treatment. We are 
really still in the stage of trial and error and far from 
having a specific treatment (which is seldom expected 
where the aetiology itself is not definite). But still 
the picture is much more promising (especially due 
to introduction of shock therapy) than what it was 
some 15 years back when to the physician the ‘pity of 
the diagnosis of schizophrenia (dementia praecox) lay 
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in its therapeutic hopelessness. The treatment itself 
resolves into the following different lines :— 


(1) Preventive measure—School and pre-school 
children should be thoroughly examined by an expert 
psychiatrist and susceptible individuals should be 
promptly treated and parents should be advised pro- 
perly about the need of arranging better and fresh 
adjustments for them. 


(2) Endocrine therapy—On the rationale of the 
findings of Kraepelin and others endocrine therapy is 
used. ‘Testicular and ovarian extracts, thyroid, thymus 
and anterior pituitary all have been tried without much 
success. In our series of cases several injections of 
anterior pituitary have been tried especially in adole- 
scent and post-adolescent cases but most of the results 
are uncertain. 


(3) Use of sedatives—Many sedatives especially 
of the barbituric acid derivatives, bromide and par- 
aldehydes are used, more as a symptomatic remedy 
than as curative. Klasi (1921) of Zurich introduced 
a method of prolonged narcosis, in which the patient 
is made to sleep for no less than 20 hours in a day. 
The patient is nursed and fed just before the time 
when he is coming to his senses. Originally Klasi 
used somnifaine but now many prefer Dial. The 
usual method of use is Dial 3 grains and Paraldehyde 
3 drachms given twice, once after breakfast and a simi- 
lar dose in the evening. On no account the dose should 
exceed 6 grs. of Dial and 9 drachms of Paraldehyde. 
To avoid nausea and vomiting atropine is advised. 
The result is not without its risk—before its adminis- 
tration heart, lungs and kidneys should be thoroughly 
examined. 


(4) Fever therapy—Various methods are followed 
to induce fever. Injection of tuberculin, sulfoscin, 
T.A.B. vaccine, malaria-infected blood, NaCl 10% etc. 
all have their advocates but the results are far from 
promising. 

(5) Sero-therapy—Both horse serum injected 
and autohaemotherapy were claimed to have given 
good results especially in catatonic type of cases. 


(6) Physiotherapy—High pressure douche, hot 
bath, hot or very cold packs, massage, etc., have been 
advised as adjunct to the main treatment. 


Hot packing, blistering, etc., have received special 
attention due to the fact that Jung (1917) claims that 
in a totally withdrawn or introverted case all on a 
sudden his interests are drawn to the surroundings 
whenever he develops any other ailment on the top 
of his original mental disease. But the results in our 
series of cases never justified the claim. 


(7) Psychotherapy—It divides intq two groups 
(a) vocational treatment and diversional therapy and, 
(b) psycho-analytical method. 


Vocational treatment and diversional therapy is 
advised to redirect the patient’s libido (life energy) 
which has withdrawn within himself into a useful 
channel and to reclaim him back in society from his 
‘own magic maze of dreams’, It helps in stimulating 
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in him a healthy interest in the outside world. In 
selecting the manual work always a preference should 
be given to his personal inclinations. |The work is 
selected in such a way that it becomes interesting to 
the patient who will be able to do it very easily and 
will feel satisfaction on its completion and in his own 
achievement. Gradual attempts with patience are to 
be made if he can be drawn out from his introversion 
to the spirit of activity and, thus to place himself in 
a position to play his own role in the society of which 
he forms a part. 


In general, manual and physical work should he 
preferred over mental work. For hed cases, the 
diversion should be in the shape of music, radio, gramo- 
phone, pictures and story telling. ‘These methods 
have been profitably used in the Lumbini Park Mental 
Hospitals, Calcutta. 


Psycho-analytical method: Freud thinks that as 
the patient’s libido is completely withdrawn from the 
external world, so no transference with the physician 
is possible. The patient is separated from the physi- 
cian by an impermeable wall, as it were. But Jung 
(loc. cit) claims to have treated successfully many 
cases. Recently Frieda Fromm-Reichmann (1939) 
has discussed the possibility and of some success in 
the psycho-analytic treatment in schizophrenics. <A 
combined psychic and somatic method of treatment 
has recently been suggested by Kurt Goldstein (1943). 
He says that first a method such as the shock therapy 
should be applied—this will make the patient more 
co-operating, and then the psycho-therapist can establish 
rapport with the patient much more easily. Psycho- 
therapy is here especially indicated as the conflicts in 
the patients have not been removed by somatic treat- 
ment alone and so the root of the disease is still there 
and the patient will easily fall back into his old state 
of illness. 

(8) Shock-therapy—Truly speaking, it is the 
shock-therapy that has revolutionized the treatment of 
schizophrenia. The word ‘shock’ has ‘been used very 
loosely and in a varied sense. But here it is more or 
less used in the sense of “lack of ordinary awak- 
ability” as used by Kuppers. From ancient times 
various forms of crude shock-therapy with physic 
violence were practised as by the ‘Ojhas’ of India. 
The Chinese are supposed to perform shock by 
methods of suffocation. Modern shock-therapy, which 
promises. much, can be classified as follows: 

A. Shocks with convulsion 

(i) Electrical shock 
Metrazol (cardiazol) shock 


B. Shocks without convulsion 
(7) Insulin 
(ti) Insulin and histamine 
ELectricaL sHock: This therapy was first 
instituted by Cerletti and Bini (1938). 


Technique: A routine examination of the patient 
for any gross mischief of heart, lungs or body defor- 
mities should be made. Patient during the shock 
should be in empty stomach. His bowels and bladder 
should also be kept clean. A few assistants should 


= wee [A 


| 
be 
| so 
ac 
af 
be 
H 
sit 
co 
ar 
to 
tit 
in 
fo 
fe 
st 
ac 
R 
al 
w 
0 
g 
a 
b 
a 


URNAL 


be there to help the patient during and after the seizure 
so that the patient may not injure himself. The 
machine used is an Ediswan’s electrical shock 
apparatus and generally shock and convulsions were 
achieved with a voltage between 100 to 130 volts 
applied for a period of 0-1 to 0-3 sec. Least interval 
between the successive shocks as used in Lumbini Park 
Hospitals is of 2 days. About 20-25 bouts of convul- 
sions are given in one course. If necessary, such 
courses can be repeated. As petit-mal like responses 
are therapeutically inefficient, so when grand-mal fails 
to appear with a given dose, either the voltage or the 
time or both should be increased. The electrically 
induced grand-mal like attack resembles an epilepti- 
form seizure—first the consciousness is lost and in a 
few seconds the convulsion occurs. Though after the 
shock there is a temporary loss of memory, pains and 
aches in the body, these pass away after a few days. 
Results are :—24 per cent very good, 48 per cent fair, 
and 28 per cent poor. 

METRAZOL OR CARDIAZOL SHOCK: This treatment 
was discovered by Meduna (1935) on an assumption 
of a supposed mutual antagonism between epilepsy and 
schizophrenia. His first publication on this method 
of treatment was in 1935. The convulsion is induced 
generally in the bed. There should be expert attend- 
ants to protect the patient during convulsions. Three 
c.c. of 10 per cent solution of cardiazol is injected rapidly 
by the intravenous route. The epileptiform convul- 
sions follow and they last for half a minute to one 
and a half minute. After convulsion the patient remains 
stunned and comatose for several minutes. Convul- 
sions are advised twice or thrice in a week. After 
complete recovery three more shocks have been advised 
by Meduna to avoid relapse. Metrazol therapy is 
supposed to be very effective and Meduna claims that 
it is free from any untoward effect or danger. Only 
0 to 2-2 per cent death during the treatment are 
reported. Superiority of metrazol over insulin lies in 
the fact that it is easier to manage and takes less time. 
Possibly it is less dangerous. But there are two draw- 
backs in the cardiazol therapy. These are: (i)the 
regulation of its dose is well-nigh impossible (ii) the 
terrifying apprehension developed in the patient by “its 
administration. 

INSULIN THERAPY: The insulin shock therapy of 
schizophrenia was evolved by chance. Originally 
insulin was used in the treatment of morphine-addic- 
tion by Sakel (1934) and then its use was extended in 
the treatment of schizophrenia. He began actual treat- 
ment of schizophrenia in 1933. ° 

Technique—Insulin is administered hypodermically 
either daily or 6 days in a week, in the early morning 
in empty stomach. The dose to begin with is 30 units 
of insulin. To produce shock the dose may be increased 
by anything between 10 to 15 units. Before the injec- 
tion, the patient's heart, lungs, kidneys etc., should be 
thoroughly examined. First hyperglycaemic mani- 
festation is observed, which is followed by shock 3 
or 4 hours after. Shock is broken with glucose accord- 
ing to necessity by oral administration, tube feeding or 
intravenous injection of 50 per cent. 50 c.c. of glucose. 
Treatment should be continued until all psychotic 
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symptoms disappear. Termination of treatment should 
not be brought about abruptly but low non-shock pro- 
ducing doses are administered for sometime. 

Results—About 0-5 to 1-5 per cent proved fatal 
in Sakel’s series of cases. Number of full remission 
obtainable are variable in different workers’ hands—it 
ranges from 13 per cent to 70 per cent. Of course, 
the lower figure is obtained especially in long standing 
cases. Earlier the case, the better the result. 

INULIN-HISTAMINE THERAPY: This method of 
treatment was introduced by Horace Hill (1940). 

Injections of insulin and histamine in doses of 1 to 
5 units of insulin and 0-5 gm of histamine are given 
hypodermically in the morning on alternate days. The 
dose, when necessary, is gradually increased until we 
get a wheal at the site of injection and the flushing of 
the patient’s face which gradually spreads to the neck 
and upper part of chest. Each unit course consists of 
20 injections. 2 or 3 such unit courses are generally 
necessary with an interval of 3 weeks in between the 
two unit courses. 

Results—Though improvement, both mental and 
physical, is observed in all cases, yet unfortunately this 
change observed is not always permanent. In our 
series of cases at Lumbini Park Mental Hospitals, we 
have got pretty good results. Dr. N. De of Calcutta 
claims 100 per cent cure when treated within a year 
of onset, 60 per cent cure when treated within 3 years 
of onset. The chances of cure diminish with the passing 
of time and on an average 30 per cent of cure is found 
when all cases are taken together. Risk in the treat- 
ment is almost nil. (From a personal communication 
from Dr. N. De). 

In recent days, combination method of treatment, 
either insulin and metrozol or metrozol and electro- 
shock, are coming more and more in prominence. 
Here the good effects of both are combined and the bad 
effects of each are eliminated to a great extent. 

The following results of treatment of cases of 
schizophrenia observed by the author in the psycho- 
logical clinic of the Carmichael Medical College and the 
Lumbini Park Mental Hospital, Calcutta, will be great 
interest to the readers: 

The total number of cases treated in the Lumbini 
Park Hospital was 86, out of which 30 per cent were 
cured or improved, 8 per cent left without improve- 
ment and 62 per cent left without treatment. 

The total number of cases treated in the 
Carmichael Medical College Hospital was 157 of which 
29 per cent were cured or improved, 32 per cent left 
without improvement and 39 per cent left without 
treatment. 

The result of treatment with shock therapy (elec- 
tric shock, histamine and insulin) in the Lumbini Park 
Hospital was 70 per cent cured or improved while with 
non-shock therapy (sedatives, hormones, blisters etc.) 
30 per cent cured or improved. 

Out of total cases of 37 treated with shock therapy 
51 per cent were cured or improved, 21 per cent not 
improved and 28 per cent left without treatment. 

The analysis of the comparative study of cases 
observed in the two hospitals mentioned above are put 


in the accompanying graphs. 
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There is a large number of physiological and 

=| psychological (Tomkins, 1944) theories expounded to 

DF oa explain the good effects of the shock-theory. Of these 
E en theories, the followings may be mentioned: 

‘(A)*Physiological theory—(i) by oxidation of 

the metabolic products which cause mischief to the 

WSS 1934 1935 1986 1938 1939 1940 194! 1942 1948 194415451946 cerebral cells, (ii) by vaso-dilation of the cerebral capil- 

laries thus helping proper oxidation of the cerebral 


oF, cells, (iit) by increasing the permeability of the cere- 
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(B) Psychological theory—(i) shock works as @ 
catharsis and by means of which the ego-dystonic 
impulses find an outlet (Gluck), (ii) The victory over 
death threat (of shock) enables the patient to start life 
and relations anew (Schilder), (iii) helplessness and 
dependency caused by shock make transference easy 
and so the patient makes himself fit to be treated by 
psycho-analysis afterwards. 

In conclusion, we would like to advance a theory 
of our own. We believe that due either to chemicals 


(endogenous or exogenous) bacterial poison, or to 


psychological causes, there are placed blocks, of very 
high degree, at the important synaptic junctions and, 
these blocks inhibit or prevent entrance to the incoming 
stimuli from the outer world. So a major portion of 
the stimuli coming from the outer world would fail to 
reach the level for which they are destined. Now these 
blocks become canalized only when stimuli of very 
high intensity in the shape of repeated shocks pass 
through them. 

The permanent good effects of shock-therapy may 
be easily explained in the light of the present theory. 
As due to the constant passage of these heightened 
stimuli not only the blocks are surmounted, but also 
for all future stimuli, these synaptic connections facili- 
tate an easy passage. This theory has got a physio- 
logical basis and gets support from the very recent 
researches in the physiology of schizophrenia 
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THE PROBLEM OF REFUGEES AND REFUGEE DOCTORS* 


AMIR CHAND, F.R.c.P.z., L1.-COL., .M.S., (RETD.) 
Simla 


The problem of refugees during and after an 
exodus of more than six million people, as has taken 
place on the partition of India, resolves itself into (i) 
their evacuation, (ii) provision for them of temporary 
shelter, food, ‘clothing, water, and sanitary arrange- 


« ments, (iii) prevention of epidemics, (iv) medical aid 


for the sick and wounded, (v) psychological handling 
of refugees, and (vi) their resettlement and rehabilita- 
tion on a permanent basis. 


The evacuation is, to all intents and purposes, 
over and may now be treated as a closed chapter. One 
shudders when one thinks of it, more so when one 
feels that it could have been without most of the hor- 
rors, miseries, brutalities and bestialities that accom- 
panied it, had our politicians and administrators been - 
wiser and I might add some of them at least a little 
more honest. The credit for what has been accom- 
plished goes to the army. 


The provision of temporary shelter has left very 
much to be desired. As it is not my intention to cri- 
ticise the Central and the Provincial Governments I 
will not say anything about it but it is my conviction 
that things would have been very much better and 
much of the misery could have been avoided, had this 
too, like evacuation, been made a military operation 
and entrusted to the army which alone knows how to 
organize camps, put up temporary hutments and billet 
people in existing buildings within a short time. A 
task like this is, and has always been, beyond the civil 
administration and it should not have been undertaken 
by the newly-come-into-power politician-administra- 
tors. The Central Refugees Comp at Kurukshetra, 
after a poor start by the civil authorities, had to be 
entrusted to the army which made a fine job of it. 


Feeding plans require consideration of the caloric 
value of food per adult per day and its animal protein 
and fat, vitamin and mineral content. I have personal 
knowledge of the food that was rationed out to the 
refugees at Kurukeshetra and I believe it was as good 
there as at other camps, if not better. But it was in- 
adequate and ill-balanced. My first visit to that camp 
was that of a sightseer when it was said to the visitors 
that all the refugees looked well fed and fit and that. 
what was lacking in the rationed food was supple- 
mented by the refugees from their private resources. 
A little later I went there in a different capacity as in 
charge of the medical and health arrangements, and 
it did not take. me long to find out that what was a 
source of satisfaction, bordering on pride to others, 
was a source of anxiety to me for I saw unmistakable 
evidence of deficiency diseases—gross and advanced in 
the hospitals and mild early or incipient elsewhere in 
the camp—especially in women, children and the aged. 


’ This was. brought to the notice of the camp authorities 


and after sometime a nutrition worker came from 
Delhi to verify it.. Within half an hour he was con- 


* Based on a lecture delivered at a meeting of the I.M.A., 
Simla Branch. ou 
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vinced of the accuracy of my findings and the urgency 
of the problem. But perhaps it was too big for the 
Government to tackle as nothing materialised so long 
as I was there. The total caloric value of the food 
per adult per day was about 1400 calories against the 
recognised minimum of about 2400 calories. No 
proteins and fats of animal origin were included in 
it and its vitamin and mineral content was low. The 
number of refugees who could supplement this food 
from their private resources was naturally and obvi- 
ously very small and they were handicapped by the 
paucity of the articles they wanted to buy from the 
local camp market. But for the vitality and resistance 
the refugees brought with them the results would have 
been disastrous. 


Infants, children upto a certain age, nursing and 
pregnant women and deserving patients and convales- 
cents were given free issue of milk, fruit juices, multi- 
vitamin tablets, cod liver oil and iron as required. 

The main deficiency diseases encountered were 
anzemias—microcytic, macrocytic and mixed—and diar- 
rhoeas and oedemas of famine type. They required, 
in addition to appropriate diet, iron, liver, and blood 
and plasma transfusions which were given freely as 
indicated. The response was, as a rule, satisfactory 
but very slow. The administration of casein or protein 
hydrolysate and pre-pancreatised meat was considered 
but was not found feasible for certain reasons. Fruit 
juices were freely given. Some cases of rickets, gin- 
givitis and dermal manifestations of avitaminosis were 
met with but none of neuritis, beriberi, frank scurvy 
or nightblindness. 

Many refugees have been reported to have suf- 
fered from and died of inclemency of weather for want 
of sufficient clothing in the earlier stages, but after 
some time this difficult problem was, on the whole, 
tackled fairly satisfactorily. 

Water and sanitary arrangements were in many 
places, in the beginning, unsatisfactory as most of the 
other things were, but the public health workers and 
sanitary engineers soon mastered the difficulties and 
gained control over the two most potent sources of 
origin and spread of some of the most dangerous epi- 
demics. All sources of water supply had to be chlo- 
rinated. This required considerable supervision, fre- 
quent chemical and bacteriological examinations for 
which adequate arrangements were made at Kuruk- 
shetra, and a special chlorinating staff. Steps had also 
to be taken that the refugees did not draw water from 
unauthorised sources such as pools and tanks etc. 


Sanitary arrangements were—as they always ate 
in an undisciplined population with unhygienic habits 
and love for promiscuity—much more difficult and 
taxing and needed endless vigilance. Bore-hole 
latrines, successful in other places, were a failure at 
Kurukshetra because of the peculiar claying nature 
of the soil, and deep trenches with a depth of 12-15 
feet had to be resorted to. They were regularly 


D.D.T’d and remained remarkably free from flies and 
Flies do not breed in a liquid or a- 


offensive smell. 
semi-liquid medium and the contents of such trenches 
being mixed with urine and ablution water are semi- 
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liquid. The danger comes when they are nearing the 
surface. The use of a deep trench latrine must be 
discontinued when the level of its contents has come 
up to not less than 2 feet below the surface of the 
ground. It should then be heavily D.D.T’d, and earth 
put in and rammed. While doing this care should be 
taken that the contents do not come up nearer the 
surface of the ground. 


Too much attention cannot be paid to the preven- 
tion of breeding of flies—the one insect which is capable 
of doing much more harm than any other. For this 
purpose the disposal of animal dung and litter is as 
important as that of human excreta. I have already 
referred to the unhygienic habits of our people. They 
seem to take delight in easing themselves and in 
depositing night soil dung and litter anywhere and 
everywhere except the places provided for these pur- 
poses and make the task of the public health worker 
extremely difficult if not impossible. The absence of 
cholera, dysenteries, diarrhceas and enteric fever in 
epidemic form has been largely due to the provision 
of safe drinking water and of adequate anti-fly 
measures. 


Other main communicable diseases whose preven- 
tion is another equally important duty of the public 
health worker are small-pox, plague, typhus fever, 
relapsing fever, malaria and tuberculosis. Cerebro- 
spinal meningitis and diphtheria may be added to the 
list and perhaps also scabies even though it is more 
of nuisance disease than a dangerous disease. The 
prevention of small-pox, plague, typhus fever and 
relapsing fever, if carried out systematically, does not 
offer much difficulty, but the same cannot be said of 
malaria and tuberculosis, and of these two the problem 
of tuberculosis is much more menacing, I might say 
baffling, when people are huddled together like cattle, 
to the extent of 12 or more in a small tent, and when 
there are hardly any facilities for the proper treatment 
and segregation of open cases in camp hospitals. The 
problem was so difficult that at Kurukshetra we, prac- 
tically speaking, just left it alone. Over-crowding 
favours the spread of cerebrospinal meningitis and 
diphtheria also, but these diseases can -be effectively 
treated and a watch can be kept over the contacts with- 
out- much difficulty. Scabies can be controlled if the 
treatment of the patient and the disinfection of his 
clothes and of those of his contacts are effectively and 
systematically carried out, but not otherwise. The 
routine doling out of sulphur ointments, as is generally 
done, is a sheer waste of it. 

The way in which epidemics have been prevented 
during and after an exodus of unprecedented magni- 
tude, and under most trying and chaotic conditions, 
and the death rate in refugee camps has been kept, 
except perhaps in the earlier stages, well below that 
in cities in normal time, is an eloquent testimony to 
the soundness and effectiveness of the scientific system 
of medicine and public health which by the newly- 
come-into-power politicians, people with vested in- 
terests and over-zealous nationalists is said to be 
foreign to their soil and therefore not suited to the 
constitutions and temperaments of people inhabiting it. 
I hope I will not see the day when practitioners of 
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the indigenous systems of medicine will be called upon 
by such politicians to handle such problems of public 
health and medical relief. Just think of a practitioner 
of any of these systems trying to prevent an epidemic 
of small-pox or plague or cholera, or to diagnose and 
treat cases of diphtheria, or meningitis of different 
kinds, or dysenteries of various types, of pneumonias, 
or liver abscess, or appendicitis, or diabetic coma, or 
severe shock needing blood and/or plasma transfusion 
or even malaria with the drugs and other therapeutic 
and preventive measures placed at his disposal by the 
system he professes to practise, 

Coming to medical aid for the sick and wounded 
I can say, with a certain amount of pride and elation, 
that at the Kurukshetra camp it has been of a very 
high order almost as good as at any of the teaching 
hospitals in India. Of other camps I will not say 
anything because of lack of personal knowledge, but I 
have reason to believe that although not as good as 
at Kurukshetra, and poor in many places in the 
beginning, the arrangements have on the whole been 
fairly_satisfactory. 

While the physical needs of the refugees have 
been met with a varying amount of success, or at least 
endeavours have been made to meet them, the psycho- 
logical handling of refugees has been completely ignored 
until recently. Not being a student of psychology I 
am not qualified to say much on this subject, but a 
few things strike every keen observer with a little 
common sense. In the beginning the refugees were in 
a state of shock almost apathetic and indifferent to the 
way in which they were handled and treated. They 
thought of fate and fate alone and ascribed everything 
to it and felt satisfied with and grateful for the little 
mercies shown them by those who were looking after 
them. After some time that phase passed off and 
their psychological reaction to their environments 
became entirely different. They started counting 
their losses and the sacrifices they had made 
for the independence of their country and began to 
think of their rights and of their future. The Gov- 
ernments concerned and their executive agents in 
refugee camps, however, failed to appreciate that 
charge with the result that things have gone and con- 
tinue to go from bad to worse. The Governments 
have been boasting of the enormous amount of money 
they are spending on feeding and clothing the refugees, 
but that alone is not the right answer. The refugees 
need to be permanently resettled and rehabilitated so 
that they may once again stand on their legs and earn 
their living like respectable citizerfs as they were before 
they became refugees. Free food, clothing and shelter 
were essential for some time hut not indefinitely. Now 
they are doing more harm than good by making people 
idle, lazy, indisciplined, obstinate, resistant and averse 
to work, An idle brain is a devil’s workshop; it 
manufactures criminals. Completely free living en- 
courages pauper mentality and tends to create a delusion 
in the minds of the refugees that the public purse is 
bottomless. The dignity and independence of a man 


can only be maintained if he is made to ask for some- 
thing which he has earned end worked for with his 
own hands, which for him is a right and not a con- 
cession. 


REFUGEES AND UGEE DOCTORS svat, 


The present psychology alone, if nothing else, 
demands earliest rehabilitation of the refugees on a 
permanent basis. The medical man has no hand in 
this. It is to be done by the government concerned. 
The medical man can only say that the sooner it is 
done the better and give his reasons for it. In this 
connection also it is my personal feeling that this prob- 
lem too could have been solved more successfully and 
expeditiously with the help of the military authorities 
than by the civil administration alone. 


Before I pass on to the problem of refugee doctors 
may I say a few words about the abducted women. 
It was announced some time ago that of those who 
have been rescued quite a large number are suffering 
from venereal diseases and are pregnant. So far as the 
venereal diseases are concerned the matter is simple 
enough and calls for no special measures beyond the 
carrying out’ of their modern treatment. But what 
about the other point. I mean the conception formed 
on a poor innocent woman abducted under brutal cir- 
cumstances of the worst and most unimaginable type 
and under constant fear oi torture, even death? 
Should it be allowed to take its normal course or be 
terminated prematurely with the consent of the woman 
concerned so as to save her from mental torture and 
to enhance the chances of her marriage? To me the 
answer is obvious. The Government is not likely to 
raise any objection but even if it does the medical 
profession must do its duty as some noble-minded, cons- 
cientious. fearless but God-fearing members of the pro- 
fession have done in certain cases in other countries 
and after doing it have courted trial and have been 
exonerated. 


Now I come to the problem of refugee doctors. 
In the land which was ours, but which has now become 
foreign and forbidden to us, we, guided by our sense 
of duty and advised by our national leaders, stuck to 
our posts to the last although we saw danger getting 
greater and greater all around us and people running 
and flying for their lives. A time came when life 
became impossible there and we too had to quit. By 
then the situation had become most dangerous and the 
majority of us had to go through hardships and suffer- 
ings of the worst type. A few were killed, some were 
wounded and almost all lost practically everything we 
had, including our professional books, appliances and 
other equipment. It was with the greatest difficulty 
that we and our dependants came out of the inferno 
alive but badly charred. We were, however, happy 
and hopeful; happy because we had gained indepen- 
dence even though we had to pay for it most heavily 
in blood and gold, and hopeful because we had full 
faith in our national leaders into whose hands had 
passed the reins of our Central and Provincial. Gov- 
ernments. But our happiness and hopes were short 
lived. Happiness gave way to apathy because of the 
adverse conditions which attended the advent of inde- 
pendence and we lost all hopes of our future because 
of the failure of our National Governments to give us 
the help we were entitled to in our resettlement and 
rehabilitation. 


Talking of the Punjabi refugee doctors it pains 
me to say—and I say it with a full sense of respon- 
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sibility that while the East Punjab Government, its 
good intentions notwithstanding, has not been able to 
do anything substantial for us upto this time the atti- 
tude of the Central Government and of the other 
Provincial Governments towards us has been one of 
complete indifference if not of actual hostility. We 
have not asked for doles of charity and none of us 
has shown any inclination towards parasitism. We are 
very anxious to stand on our own legs and to earn 
‘our living by practising our profession, but for that 
we need houses to live and work in and in a certain 
percentage of cases, some monetary help in the shape 
of loans refundable by easy instalments. We have 
approached the Governments concerned for both and 
both have been with a few exception, denied us so 
far. Some of us submitted a scheme to the Hon’ble 
Premier, East Punjab, in last December and met him 
in a Conference in the beginning of last January. We 
requested him that whatever his Government was 
going to do for us should be done before it got too 
late. We were promised that that will be done, but 
6 months have passed and we are where we were. 
The condition of many of us become desperate, but 
we are still hoping that something will be done for 
us sooner than later and we will not be forced to do 
what desperate people generally do. 


Our profession throughout India has behaved no 
better than our Governments. With a view to help 


our unfortunate colleagues the I.M.A. issued an appeal 


for a Benevolent Fund over the signatures of repre- 
sentatives of the profession in November, 1947. A 
brief but touching reference to it was made by Captain 
P. B. Mukerji during the deliberation of the All-India 
Medical Conference held in Bombay in last December 
and by me in my Presidential Address. It was sug- 
gested that every member of the Association should 
contribute at least Rs. 10/- and more if possible. The 
appeal was countrywide and not confined to the mem- 
bers of the I.M.A. alone. It was earnestly believed 
that at least one lakh of rupees would be collected 
within a short time and the Association will be able 
to give timely relief to the needy. But to our ever- 
lasting shame the response has been very poor and in 
more than 7 months we have not been able to collect 
more than 14,000 rupees. In spite of this highly dis- 
appointing response the I.M.A. is continuing its efforts 
to collect more and more and more money for the 
rnost hard hit members of the profession and on behalf 
of the Association I request every member of the pro- 
fession to do his or her duty at this juncture. 


These have been and are the main problems of 
the refugees who have borne the brunt of the battle 
for independence and paid the real price of freedom 
for the whole country. They are a national asset and 
not a liability or encumbrance as many seem to take 
them to be. They need physical and material rehabi- 
litation and much more than that moral and mental 
rehabilitation. The way in which the state and the 
society will accomplish that will be an index of the 
way in which a new India will be reconstructed. May 
our Government and people have the wisdom and 
strength to solve these problems before it gets too late! 


SPECIAL ARTICLE 
THE MARCH OF MEDICINE 


Organisation of Medical Education during the 
British Period 


D. V. S. REDDY, m.s.z.s., 
Professor of Physiology, Madura Medical 
College, Madras 


Till the beginning of the 19th century, most of 
the medical men recruited to work in the Army or in 
the Hospitals in India came from Britain. A few 
local Anglo-Indian or Indians, working as apprentices 
in the hospitals under British doctors, were recruited, 
occassionally, to the Army or to Hospitals. Towards 
the close of the first quarter of the 19th century, an 
attempt was made to bring about a diffusion of know- 
ledge of western sciences among the Indians. So, 
anatomy and materia medica and medicine were intro- 
duced in Sanskrit Colleges. Later “vernacular schools 
for native doctors” were organised for training Indian 
youths according to European schools of medicine. 

Medical education on a higher scale was initiated 
by Lord William Bentinck, Governor-General, who, in 
October, 1833, appointed a Committee for the purpose 
of “improving the constitution and extending the bene- 
fits of the Native Medical Institution and digesting a 
system of management and education calculated to give 
effect in both of these respects to the wishes of 
Government.” This was another turning point in the 
history of medical education in India. The first 
medical schools, in modern sense, were opened in 
Calcutta and Madras in 1835. It may be noted here 
that the Madras Medical Board, was against the pro- 
posal. We owe the school to the zeal and the far- 
sightedness of the then Governor, Sir Frederick Adams, 
The object of the school was to train subordinate 
medical officers. Bombay had its first medical schovl 
in 1845 and Hyderabad school was started in 1846, 
Lahore had a college in 1860. In Madras, the modest 
curriculum of the early days was increased and the 
length of the course extended from two to three years 
at first and finally to five years. Three grades of 
education was given. The senior course was a 
qualification for the native surgeon’s post. The 
successful candidates were given a diploma. Later, 
the medical schools were raised to the status of medical 
colleges. When the Universities were established, 
the medical colleges were affiliated to them and the 
Universities began to award degrees in medicine. 
Gradually, the diplomas and degrees awarded in India 
were recognised by the British Royal Colleges and 
Universities. This was an advantage to those, who, 
proceeded to England for higher studies and conferred 
a prestige on the Indian medical colleges. 

It needs to be noted here that in the early years 
of Madras Medical: School, there were not many 
applicants for admission. The high class Hindus 
boycotted the school. Dissection of the human body 
was the greatest obstacle for the prospective student, 
who could not face the opposition due to prejudice. 
Another bar to the progress of medical education was 
the language problem. Many devices, including a 
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preparatory school, were attempted to improve the 
pupils knowledge of English. It was only after the 
University insisted on minimum standard of education 
for entrance into the Medical College, that the problem 
of language ceased to exist, as a major problem. 

Another interesting development of the last quarter 
of the 19th century was the admission of women candi- 
dates into the Medical Colleges in 1875. Madras led 
India in this respect and the great name of Dame 
Mary Scharleib, who was the first woman student in 
India, has brought additional glory to the Madras 
Medical College. 

As the medical colleges in India were few and 
trained only a limited number of doctors for higher 
posts, and the demand for doctors, for the army as 
well as for the jails, police hospitals, famine camps, 
etc., increased, a lower grade of medical training was 
planned, for training a large number of Hospital 
assistants, of a lower standard, than the assistant 
surgeons or apothecaries educated in the colleges. 
The course in the schools was shorter, less advanced. 
The qualifications for entrance were lower and instruc- 
tion was given partly in vernacular. 

Medical schools are said to have existed about 
1835, in Bolaraum (Nizam’s Dominion), Travancore 
and Ajmere. During the middle of the 19th century, 
numerous medical schools were opened all over India 
to train native doctors of ‘the grade of Hospital 
Assistants and Sub-Assistant Surgeon both for civil 
and military departments. The earliest of these was 
opened at Agra in 1853. In Madras, there was a 
course for Hospital Assistants in the Medical College 
till 1857, when it was transferred to the vernacular 
medical school at Vepery. This was retransferred to 
medical college for sometime but ultimately the school 
was located in Royapnram and finally flowered into 
the Stanley Medical College. A medical school was 
started in Dindigal in 1874, shifted to Madura in 1885 
and the pupils of the Madura Medical School were 
finally sent to Tanjore Medical School in 1887. The 
Tanjore Medical School owed its birth to private dona- 
tions and was opened in 1883. In the Andhra Districts, 
the first medical school was opened in Nellore in 1876 
and continued there till 1897. The Vizag Medical 
School was opened in 1902 and has developed into the 
Andhra Medical College. Later, schools were also 
opened at Coimbatore and Calicut and a medical school 
exclusively for women was opened in 1923, at Madras. 
In 1938, there were as many as 27 medical schools in 
India, admitting about 1500 students (50 women). 
Of these, nine were non-Governmental. Four were 
exclusively for women. During the last few years, 
another important development has been going on.’ 
Dr. Rajan, as Minister of Public Health in the first! 
Congress Ministry in Madras Province, closed all the} 
medical schools in the province, with a view to abolish! 
two grades of medical training and two classes of 
doctors. In 1938, on the recommendation of a Con-: 
ference at Delhi, I.M.C., passed a resolution that all 
medical schools should be abolished by 1947. Since 
then, gradually one by one, the medical schools are, 
being transformed into medical colleges and the newly, 
organised Institutions are also starting only as Medical! 


Colleges, 


OF MEDICINE 


— 


Vol. XVII, No. 12 
SEPTEMBER, 1948 


It was not till 1906, that the need for more teach- 
ing of University standard was realised. A Medical 
College was started in 1911, at Lucknow. By 1938, 
there were as many as 10 Medical Colleges in India. 
Of these, two were colleges organised and run by non- 
official agencies (Carmichael Medical College at 
Calcutta and Seth Govardhan Dass Medical College at 
Bombay). The Lady Hardinge Medical College 
exclusively for women, was opened in Delhi, in 1916. 
In 1938, the total admissions of these ten colleges were 
nearly 800, with 500 men doctors and 50 women 
doctors passing out of these colleges, every year. 
There are at present as many as 6 colleges in Madras 
Province alone, one of them being the Missionary 
Medical College at Vellore. Ther are now more than 20 
medical colleges in India admitting over 1200 students. 

The connection of Indian Medical Colleges with 
General Medical Council of United Kingdom began in 
1892, when it acknowledged the Indian degrees as 
being of sufficient standard to be placed on British 
Medical Register. From 1933, the maintenance of a 
uniform minimum standard of higher medical qualifica- 
tion is entrusted to Medical Council of India, who 
send out Inspectors to report on the various medical 
colleges. 

Among the later developments in Medical Educa- 
tion, may be mentioned the institution of post-graduate 
diplomas and degrees in various branches of Medicine 
and Public Health by the Universities. | Madras 
University has a Council of post-graduate education. 
Post-Graduate Institutions like the Tropical School of 
Medicine and All-India Institute of Public Health, at 
Calcutta have also been started for conducting special 
courses for the graduates. 

Indian leaders and Indian medical men, who 
guide the policies and programmes of the provinces 
or of the dominions, will do well to listen to the wise 
words, in one of the latest books, entitled, “Medical 
Education and the changing order” by R. D. Allen. 
“Any realistic consideration of medical education must 
take into account the purpose and ideals which have 
inspired its past developments and the changing social, 
economic, scientific and professional conditions, which 
will largely determine its development in the future. 
Only by reflection on history, reasonable anticipation 
of the future and its requirements, is it possible to 
project education programmes which are practical yet 
enlightened.” 

One great defect of modern education is hourly 
noticed even by the casual observer. “Medical education 
of the past concentrated entirely on the science—tech- 
nology and art of Medicine—because of the pheno- 
menal progress in these fields. Adequate attention 
was not given to the social implications of medical 
practice and the social responsibility of the Physician. 
Tt is the responsibility of the medical school and 
University systems to so educate physicians that they 
will be as proficient in meeting and solving the social 
and economic problems of medical service as they are 
in handling the professional and technical problems of 
the practice of Medicine.” . 

The Bhore Committee recommends, that “Doctors 
of the future should be social -hysicians protecting the 
people and guiding them to a healthier and happier life.” 
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CASE NOTE 
BROAD LIGAMENT CYST 


R. C. RATH, M.3.B.s., 
O/C., Government Subdivisional Hospital, 
Kendropara, Cuttuck 


A case S. Dei, 24, Hindu female was admitted into 
my Hospital on 20-1-1947 for relief of a huge abdominal 
tumour. She had no complaint beyond some postural 
inconveniences and a sense of dragging weight. _ 

Obstetric and Gynecological History—She attained 
her puberty at the age of 14 and married at the age 
of 17. Menstruation was normal in every respect, viz., 
its quality, quantity and cycle. Since her puberty she 
had no conception yet. 

History of Tumour—A year after her marriage she 
notided a swelling in the left lower abdomen which 
increased gradually to half its present size till last year. 


Findings—A well-nourished short-statured woman 
with a slight degree of exophthalmos. She had a huge 
abdominal tumour, cystic to the feel and occupying the 
whole abdomen. A good fluid thrill could be elicited. 


THE Reportep CASE BEFORE OPERATION 


The shape of the chest was likened to an inverted funnel, 
the diaphragm being obviously pushed upwards by the 
growing tumour. False ribs on either side bulged out 
causing an elongation of the lateral diameter of the base 
of the chest. The following were the measurements of 
the chest and the abdominal wall on admission :— 


Chest—Above the level of the nipples—30”. At 
the level of the xiphisternum—31”, 


Abdomen—Girth at the level of the umbilicus — 

Girth at the level midway between umbilicus 
Arc between the symphysis 
Arc between umbili- 


50”. 
and xiphisternum—54”. 
pubis and the umbilicus—9%4”. 
cus and xiphisternum—12”. 


The case was clinically diagnosed to be a left 
ovarian cyst. 


OPERATION 


She was operated after a fort-night’s stay in the 
hospital. The bladder was catheterised and a supra- 
pubic median incision of 10 inches was’ made and after 
a few sweeps of the scalpel the cystic wall was reached. 
After about one third of clear fluid was drained out 
by a trochar, a search was made for any adhesion 
between the cystic wall and the abdominal viscera. 
To the utmost surprise of the writer no abdominal 
viscus could be felt below the level of the xiphisternum 
except the virgin uterus in the pelvis. The transverse 
and the descending colons were straightened to a flat 
impalpable band of soft tissues. The adhesion was not 
much. On the left side the little that was with the 
parieties esuld easily be detached by insinuating the 
fingers. At this stage the cyst was clearly defined. 
It was sessile, unilocular and contained clear serous 
fluid. It was found to have originated from the 
posterior wall of the left broad ligament. The cyst 
was removed ex masse. The ovary was then clearly 
visible and found quite independent of the cyst. None 
of the organs, viz., liver, spleen, stomach nor even any 
coil of the intestine was yet visible nor palpable until 
intentional search was made higher up in the abdominal 
cavity where they could be felt at a level corresponding 
to the fifth intercostal region. The cavity was cleansed 
dry and closed by two layers of sutures on its parieties. 
Three pints of saline with 75 c.c. of glucose were 
infused and the patient was removed to her bed. The 
convalescence was uneventful except that the recum- 
bent posture was made very gradual to avoid shock 
following sudden sagging down of the abdominal 
viscera lodged up apparently in the region of the chest. 
It will not be out of place to briefly describe here the 
peculiar sight of the ‘abdomen after the operation was 
completed. The anterior wall came literally in apposi- 
tion with the posterior wall without any viscus inter- 
vening with the result that it looked ghastly scaphoid, 
the depth at the umbilicus from the plane of the chest- 
wall being 514”. The abdominal wall which measured 
a few minutes ago 42” transversely (after deducting 
12” being the width of the post-wall from the total 
girth of 54”) has now to occupy a space of 12” only 
with the result that it was thrown into about 50 folds. 


The total quantity of fluid contained in the cyst 
measured 60 pounds. 


CoNCLUSION 


The interesting features of the case are :— 

(i) Low age incidence—Broad ligament cysts 
rarely occurred below the age of 40 and seldom 
assumes a size as that of the case under report. 

(it) Complete absence of symptoms. 

(iti) Unusual displacement of abdominal viscera. 
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FOURTH INTERNATIONAL CONGRESS ON TROPICAL 
MEDICINE AND MALARIA 


The fourth International Congress on Tropical 
Medicine and Malaria was held in Washington D.C., 
United States, from May 10-18. The conference was 
sponsored by the United States Government through 
the department of state with the co-operation of several 
agencies and societies including the federal agencies 
and scientific societies. 


Tropical Medicine is the commonest practice of 
the medical profession in this country. It is not 
clearly understood why the deliberations of the con- 
ference, in which India took a prominent part, did 
not get publicity in our country from official sources. 
It is a necessity that latest developments in the field 
of this important branch of medicine, should be known 
to the general practitioners of our country, so that 
maximum good can be derived from them. As the 
publications did not reach us earlier, we regret we 
could not make any comment before. We hope in 
future when conferences of this nature are attended 
by official delegates, we will be, at least, provided with 
details as soon as possible. 


Almost all countries in the world interested in 
Tropical medicine, except Soviet Russia, took part in 
the deliberations of the congress. About 42 states 
sent their representatives. India was represented by 
fourteen delegates from all over the country under 
the leadership of Maj. Gen. Sir Sahib Singh Sokhey, 
Director, Haffkine Institute, Bombay. In addition to 
the delegates there were institutional delegates from 
various research and allied organisations of the world. 


In the section Organisation India got a fair share 
in the election. The following names appear in the list. 
Dr. M. N. Rao—Vice-Chairman, section of Tropical 
Climatology and Physiology, Maj. Gen. Sir Sahib 
Singh Sokhey—Vice-Chairman, section of Bacterial 
and Spirochaetal Diseases, Dr. P. C. Sen Gupta— 
Vice-Chairman, section of Protozoan Diseases, Dr. 


G. D. Bhalerao—Vice-Chairman, section of Tropical 
Veterinary Medicine, Lt.-Col. Jaswant Singh—Vice- 
Chairman, section of Medical and Veterinary Ento- 


mology. When one goes through the names of 
delegates from different countries of the world, one 
cannot miss the illustrious names in connection with 
Tropical Medicine. We hope it will be interesting 
to mention a few e.g., Dr. Mahmoud Abdel-Azim of 
Egypt, General Marcel Vaucel, Dr. Paul Giroud and 
Dr. Georges Girard of France, Dr. Alberto Missiroli, 
Giulio Raffaele of Italy, Prof. N. W. Swellengrebel of 
Netherlands, Maj. Gen. Sir Gordon Covell, Drs. Cectl 
A. Hoare, B. G. Maegraith, Henry E. Shortt of 
United Kingdom and Dr. Leonard A. Scheele, Mark 
F. Boyd, Henry E. Meleney of United States. 


On May 10, the plenary session was opened by 
General George Marshall in the Department Audi- 
torium, Main Hall. This was followed by section 
meetings. Many interesting papers were read. From 
India there were 9 papers and two commentators. 


A highly important paper was read by Prof. H. E. 
Shortt of London School of Hygiene and Tropical 
Medicine on the Pre-Erythrocytic cycle of Plasmodium 
Cynomolgi. In this paper a description is given of 
the pre-erythrocytic and exo-erythrocytic stages of P. 
Cynomolgi from the fifth to tenth days following in- 
fection by the bites of infected Anopheles maculipennis 
atroparvus, the biting being reinforced by inoculations 
of the crushed mosquitoes suspended in heparinised 
monkey plasma diluted with normal saline solution. 


In the congress many other urgent and important 
matters were discussed. The necessity for further 
research on a number of subjects were stressed. . It is 
not possible to enumerate all of them but this exchange 
of medical knowledge on an international level has 
certainly made the subject richer. 


In this country we are ravaged by seasonal tropical 
diseases. More research on this line and application 
of the knowledge thus gained for the prevention and 
treatment of these scourges are immediately necessary. 
But at the same time congress of this nature always 
gives an encouragement to the research workers. 


We understand many countries, except India, 
invited the next session of the Congress. We think 


time has arrived when the Congress should be invited 
in India. We hope our suggestion will receive careful 
consideration in proper quarters, 
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CURRENT TOPICS 


HYPERTENSION AND ITS TREATMENT BY SURGERY 


Dr. R. N. Cooper, F.r.c.s., Bombay, in his Sir 
Nilratan Memorial Oration delivered on 18-8-48 in 
the Immunity Hall of the Calcutta Medical Club, 
Calcutta, observed: 


I accepted the invitation to deliver this Sir Nil 
Ratan Sircar Memorial lecture with the greatest 
pleasure because it gave me the opportunity, as an 
Indian, to pay homage to a great man and a great 
physician whose fame had spread into countries other 
than his own. 

Besides there was a_ personal reason which 
prompted me to accept your invitation. Years ago 
this great and good doctor had given his services to 
my late father freely and liberally when he consulted 
him during his short sojourn in Calcutta. This 
lecture gives me the opportunity to express my sense 
— and my appreciation of his services to my 

er. 


I have chosen “Hypertension and its treatment 
by Surgery” for the purposes of this lecture for the 
simple reason that I feel that the benefits of surgery 
are withheld from patients because of insufficient know- 
ledge of this subject in the profession. 

My two visits to America with an interval of nine 
years between them, have given me the opportunity 
to study the problem in an unbiased manner, and to 
realise that surgical treatment of hypertension has 
now been placed on a rational basis ensuring freedom 
in every case with a surprising small mortality rate. 

Cases of hypertension may be classified under any 
one or more of the following heads :— 

(1) Renal—(chronic nephritis, chronic pyelo- 
nephritis, chronic pyonephrosis). 

(2) Cerebral—(intracranial tumours). 

(3) Cardio-vascular—(coarctation of the aorta). 


(4) Endocrine—(tumours of the pituitary and 
adrenal glands). 

(5) Essential hypertension. 

Many of these conditions are amenable to sur- 
gery. Numerically the last group is the largest. It 
is not possible to go into the details of differential 
diagnosis within the space of this paper. Before 
arriving at the diagnosis of essential hypertension it 
is necessary to exclude the four other causes. 

As regards the aetiology of essential hyperten- 
sion only a conjecture can be made in the light of our 
present knowledge. However, a good deal is known 
about the natural history of the disease and patients 
are divided into four groups according to the heights 
of their blood pressure and the severity of the accom- 
panying retinal changes. To appreciate and to under- 
stand the rationale of treatment it is but right to con- 
sider at some length our present concept about the 
aetiology of the disease. 


Goldblatt and his co-workers (1934-40) showed 
that persistent hypertension could be produced, in 


experimental animals, without impairment of renal 
function by employment of a silver constricting clamp 
on the main artery of both the kidneys or by constric- 
tion of the main artery of one kidney and excision of 
the other. Relief of constriction of the arteries results 
in a return of the blood-pressure to normal. After 
five years of hypertension, no significant disturbance 
of renal function was found. Autopsy did not show 
changes in any of the arteries except the retinal. The 
alteration in the blood supply of the kidney as the 
result of application of the constricting clamp produces 
some homoral substance which has a constricting 
effect on the peripheral arterioles. Obstruction to 
the peripheral circulation so produced results in 
hypertension. Under these experimental conditions a 
substance called ‘renin’ was isolated from extracts of 
the kidneys. Renin produces a prolonged rise in 
arterial tension without vasoconstriction. However 
when renin circulates in blood it combines with an 
“activator” to form another substance called ‘angio- 
tonin’. This reaction is supposed to be of the nature 
of an enzyme. Angiotonin which has now been 
obtained in a crystalline form causes both a vaso- 
constriction and a rise of blood pressure. Unlike 
adrenaline it does not cause a fall of cutaneous 
temperature. It is argued that renal ischaemia pro- 
duces a renin-like substance which by some enzyme 
action is converted into angiotonin. Page demons- 
trated the presence of a substance identical with angio- 
tonin in the peripheral blood of hypertensives. 


By ingenious methods Smith and his co-workers 
have established means of estimating the functions of 
glomeruli and tubules separately as also the rate of 
blood flow in cubic centimeters per minute. From 
these studies they have shown that in the horizontal 
posjtion the normal human kidney functions at about 
fifty per cent of maximal capacity. Assumption of the 
erect posture brings down the blood flow to a signific- 
antly low level. This is due to a reflex constriction 
of the afferent renal arterioles. Smith and his asso- 
ciates, further found that in the hypertensives even in 
the horizontal position the biood flow is relatively less 
than in the normal human being. With the assump- 
tion of the erect posture the blood flow is further 
reduced. In this connection Ravich makes an interest- 
ing observation. He examined 200 pyelograms of 
patients with hypertension. He was amazed at the 
regularity with which the pyelograms showed the 
existence of intrarenal pelvis. Almost all quadrupeds 
have an intrarenal pelvis. In man with the assump- 
tion of the erect posture the usual type of pelvis is 
the extra-renal pelvis. An intrarenal pelvis in man 
is ill adapted to the upright posture and leads to an 
overcrowding at the renal hilum. This interferes 
with renal circulation. 


Smith and his associates also found that, in the 
hypertensives, the glomerular function is unimpaired 
in the early stages but the tubular function is adversely 
affected. 


Experimentally, hypertension can be shown to 
have a neurogenic origin. Hypertension can be pro- 
duced by injecting fluids under pressure in the cisterna 
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magna or by perfusing brain stem with blood contain- 
ing increased amounts of lactic acid or by injecting 
kaolin intracerebrally. Stimulation of the paraventri- 
cular nuclei in the walls of the third ventricle results 
in a wide spread discharge of activity along the 
sympathetic nervous system, 

Immersion of the hand in ice cold water for about 
thirty seconds causes a definite rise of blood pressure 
in the hypertensives. Employing this test in school 
children it was shown that some react strongly to this 
test. When the family history of these hyperreactions 
is traced it is found that either one or both the parents 
of these children have been hypertensives. Thus a 
hereditary factor is introduced. 

It must be conceded that hypertension produced 
under experimental conditions differs from essential 
hypertension as observed in human beings. However 
the experimental evidence suggests certain possi- 
bilities in the probable aetiology of the disease. 
Piecing these disjointed facts it is possible to for- 
mulate a theory which can explain the genesis of 
hypertension. 

Possibly due to congenital sensitivity of the auto- 
nomic nervous system, stimuli arising in the brain 
induce extensive vasoconstrictor changes in the whole 
body. Such changes in the renal arterioles produce 
an ischaemia of the renal tissue giving rise to the 
formation of a pressor substance of the nature of 
renin. This substance circulating in blood is con- 
verted into angiotonin by enzyme action. Of neces- 
sity such discharges of increased activity of the auto- 
nomic nervous system will be transient. Later pro- 
bably some damage to the tubular function of the 
kidney keeps on producing a pressor substance con- 
tinuously. This is converted into angiotonin-like 
substance which maintains not only a_ heightened 
blood-pressure but also vasoconstriction and the 
heightened blood-pressure becomes continuous. Per- 
sistent vasoconstriction leads to organic changes in 
the blood vessels and the obstruction to peripheral 
circulation becomes irreversible. 

The physiological basis of surgical treatment of 
hypertension is very simple and consists in preventing 
the brain stimuli from reaching the vasoconstrictor 
fibres of a fairly extensive part of the body. This can be 
achieved by doing an extensive sympathectomy which 
will block the flow of constrictor impulses to the 
splanchnic area, the adrenals and the extremities. 


To appreciate the rationale, of surgical treatment 
a few points in the anatomy and physiology of the 
autonomic nervous system may be recapitulated. 


The upper extremity gets its autonomic nerve 
supply from the 4th to the 8th thoracic spinal cord 
segments through preganglionic fibres which run up- 
wards in the sympathetic trunks. The lower extremity 
is supplied by preganglionic fibres which are derived 
from the spinal cord segments from the 9th thoracic to 
the 2nd lumbar. These fibres run downwards in the 
sympathetic trunk. As regards the autonomic supply to 
the viscera it may be observed that the fifth to the ninth 
thoracic segments contribute fibres to the greater 
splanchnic nerve, the tenth and eleventh segments 
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contribute fibres to the lesser splanchnic nerve and 
the twelfth segment contributes fibres to the last 
splanchnic nerve. It therefore follows that if both the 
upper and lower extremities and the abdominal viscera 
are to be denervated the preganglionic fibres from 
the fourth thoracic to the second lumbar should be 
sectioned. 

One of the most important functions of the auto- 
nomic system is to supply vasoconstrictor fibres to 
the limbs and the viscera. The total capacity of the 
vascular bed in the body is greater than the volume 
of the blood. Should the whole bed be dilated to its 
utmost capacity by cutting off of all vasoconstrictor 
fibres, the total volume will be so trapped in the 
dilated mesh-work of arterioles and capillaries that 
efficient circulation would be impossible. Ordinarily 
to ensure proper circulation and adequate oxygenation, 
active vasoconstriction must be in force over large 
areas all the time. The most common vasoconstrictor 
stimulus is cold. Hence has arisen the Hines-Brown 
cold test to ascertain the degree of active constriction 
still available in the individual. The vasoconstrictor 
reactions are the most intense in the extremities. The 
arms and legs comprise 65 per cent of the body 
surface and by their efficient vasoconstrictor responses 
regulate in major part the elimination and storage of 
In hypertensives there is an increased 
vasoconstriction and the relief of this spasm by the 
section of the sympathetic fibres over a fairly large 
area of the body is the physiological basis of surgical 
treatment of hypertension. It naturally follows that 
such relief will be really effective in the early stages 
of this disease when hypertension is the result of 
active vasoconstriction in the peripheral arterioles 
and when organic changes have not yet occurred in 
the walls of these blood vessels. 

It is therefore essential before embarking on the 
treatment of hypertension to know beforehand the 
relative extent of muscle spasm and organic changes 
in the peripheral blood vessels. This can be ascer- 
tained by estimation of systolic and diastolic blood 
pressure under various conditions. If the vessel walls 
are still capable of responding to vasoconstrictor 
impulses, the blood pressure will show definite fluctua- 
tions under various test conditions. Thus blood pres- 
sure in the lying posture will be lower than that in 
the erect posture. Application of the Hines-Brown 
test will show a slight rise of blood pressure. The 
blood pressure during sleep will be lower than in the 
waking state. The administration of sodium amytal 
and sodium nitrite will produce an appreciable drop 
in the blood pressure. Under these circumstances it 
will be found that the pulse pressure is never more 
than half the diastolic pressure so long as the blood 
vessels are actively influenced by vaso-constrictor 
impulses. Once organic changes in the walls of the 
arterioles set in, the blood pressure readings during 
the application of the above tests remain more or less 
steady and do not show these fluctuations. Besides 
the pulse pressure is more than half the diastolic 
pressure. The wider the pulse pressure the greater is 
the fibrosis of the arterial walls. Naturally sympathec- 
tomy therefore is likely to be successful from a thera- 
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peutic standpoint when pulse pressure is less than 
half the diastolic pressure. From this point of view 
Smithwick has graded hypertensives into three types. 
The width of pulse pressure in the resting horizontal 
posture is compared with half the diastolic pressure 
after two days of complete rest in bed. 


Type I patient has a pulse pressure less than half 
the resting diastolic pressure. 


Type 2 patient has a pulse pressure more than 
half the diastolic pressure but less than half the rest- 
ing diastolic pressure plus nineteen m.m, 


Type 3 patient has a pulse pressure which is 
more than half the diastolic pressure plus twenty m.m. 


The results of sympathectomy are encouraging in 
Types 1 and 2 and discouraging in Type 3. 


Sympathectomy can be either postganglionic or 
preganglionic. 

In postganglionic sympathectomy, the post- 
ganglionic fibres degenerate as the influence of the 
excitor cells is removed. Because of this degenera- 
tion of the postganglionic fibres it is found that afte: 
a time, the denervated limb becomes hypersensitive 
to adrenalin. Thus when the stellate ganglion and 


the first thoracic ganglion are removed in the case of . 


Raynaud's disease the sympathectomy performed is of 
the postganglionic type. The vasodilatation result- 
ing from this type of sympathectomy is very satis- 
factory for a short time. Very soon however the limb 
begins to be sensitive to adrenalin, and the good result 
obtained by sympathectomy is not sustained under 
certain conditions. Thus it is well known that under 
emotion of fright an extra amount of adrenalin is 
poured out into the system. This adrenalin pro- 
duces an intense vasoconstriction in the denervated 
arteries of the limb, with the return of symptoms of 
Raynaud’s disease. If the sympathectomy done is cf 
the preganglionic type, the vasoconstrictor impulses 
are effectively cut off and yet the postganglionic fibres 
do not degenerate. As the ganglionic fibres remain 
intact the denervated vessels do not show any increased 
irritability to adrenaline. Thus to obtain a perma- 
nent block to the transmission of vasoconstrictor 
impulses, it is necessary to do a_ preganglionic 
sympathectomy. However when a_ preganglionic 
sympathectomy is done there is a definite risk of 
regeneration of the preganglionic fibres; and special 
precautions are necessary to prevent this occurrence 
by the employment of suitable technical modifications. 


It is hardly worthwhile to discuss the symptoms 
of high blood pressure. The rate of ons of the 
disease may be rapid or fairly slow. However, there 
is a definite sequence of events as is to be expected 
from aetiological considerations already discussed. 
In the early stages there are transient rises in_ the 
diastolic and systolic blood pressures of the patient. 
These are the results of peripheral arteriospasms 
brought on by emotional or other environmental 
stimuli. Other than during these times the blood 
pressure remains normal. As the disease progresses, 
the diastolic pressure of a patient at rest begins to 
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rise. It may be brought to normal levels by seda- 
tives. The next phase of the disease is that in which 
the diastolic elevation remains fixed. The extent of 
the elevation of diastolic element of the blood pressure 
is caused by an increase in the total effective peri- 
pheral resistance. Realising that hypertension is two 
or three times as deadly as cancer and that it attacks 
a comparatively young age-group it is essential that 
due attention be paid to its treatment. As the disease 
advances damage to renal function or heart muscula- 
ture or the retina becomes manifest. 


~ The eye-ground changes form a convenient basis 
for classification of hypertension into four groups: 


In Group 1, there is arteriolar constriction only, 


_ In Group 2, there is tortuosity and nicking of 
veins at crossings. 


__ In Group 3, arteriolar changes are more marked 
with associated retinitis marked by the presence of 
haemorrhage, or exudate or both. 


In Group 4, there is papilloedema with hae- 
morrhage and exudate. This group has been known 
as the malignant hypertension group. 


_. In Group 1, there are younger patients as a rule, 
with a predominance of females and a milder degree 
of hypertension as judged by blood pressure ranges. 


This disease is generally progressive and a patient 
belonging to a given group at the time that he first 
comes under observation, does not necessarily stay in 
that group. Hence every patient suffering from 
hypertension should be overhauled from time to time. 
So long as he remains under Group 1, he does not 
need the help of surgery. In fact he may remain all 
his life in Group 1. The case history of such patient 
deludes many a patient and his medical adviser into 
believing in the efficacy of a particular dietetic regime 
or a therapeutic measure. Let not the case histories 
of Group | cases cheat the patients in the other groups 
out of their chances of being benefited from surgical 
measures. Excluding the hypertensives that belong 
to Group 1, medical treatment has little to offer except 
Faith, Hope and Charity! 

As will be shown later, surgical treatment can 
give relief symptoms in almost every case, and a 
definite lowering of blood pressure and a_prolonga- 
tion of expectancy of life in appreciable number of 
cases. Even the retinal changes show a regression. 
According to Peet one in every five cases of even 
malignant hypertension can have life prolonged after 
operation. Naturally the prospects are brighter in 
the other groups. 

However, surgery can be abused. A proper selec- 
tion of cases is a prerequisite for surgical success. 
Peet who submitted his first report of 350 cases in 
1940 puts down the following conditions for a suc- 
cessful result :— 

(1) The patient should be below fifty years of 


age. 
(2) The systolic pressure should be over 170 and 

the diastolic pressure should be below 105. This raised 

pressure should be continuous over a given period of 
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time and not intermittent with periods of blood pres- 
sure coming within normal. In literature 150/100 
has been considered the maximum normal. 


(3) The various tests already referred to should 
indicate that fibrosis of arterial wall has not occurred. 

(4) Renal function should be adequate as indi- 
cated by 

(a) an urea clearance of over 40 per cent. ; 

(b) an ability to concentrate urine to a specific 

gravity of 1020 at least; 

(c) an excreting capacity exceeding 20 per cent 

of phenolsulphonephthalein, and 

(d) anon protein nitrogen estimate not exceed- 

ing 45 mgms. per cent. 

(5) The heart should be relatively well com- 

ted. 

(6) There should be relatively normal cerebral 
function. 

Cases in Group 4 often fall short of these con- 
ditions. But in such cases, with increasing experience 
a surgeon can afford to take risks. 

It is not possible to give an account of any opera- 
tive technique in detail. Brief mention may be made 
of the types of sympathectomies now being done in 

America. 

(1) Peet in 1933 did a onestage bilateral supra- 
diaphragmatic resection of the greater and the lesser 
splanchnics and the 9th to the 12th dorsal ganglia. 


(2) In 1935 Adson carried out a _ two-stage 
bilateral subdiaphragmatic resection of the splanch- 
nics and the 1st and 2nd lumbar ganglia. 

(3) In 1938 Smithwick combined the Adson- 
Peet technique and removed all the splanchnics with 
the sympathetic chain from the 9th dorsal to the 2nd 
lumbar ganglia in two stages. 

(4) Poppen modified this still further. From 
1942 onwards he resects by a combined supra and 
infradiaphragmatic approach all the splanchnics with 
the ganglia from 4th thoracic to first or second lumbar 
ganglia. This is a bilateral operation and one side is 
done at a time. Now every one is agreed that the 
more extensive the resection the better is the ultimate 
result. It will appear that the Poppen technique not 
only denervates the abdominal viscera but also both 
the extremities. Perhaps there is also a denervation 
of the adrenal glands. This probably inhibits the 
secretion of adrenalin and helps to bring about a good 
result. 

The operation of extensive sympathectomy is done 
in two stages with the patient in the lateral posture. 
It is preferable to do the right side first; because when 
the second stage operation is done there is consider- 
able circulatory collapse and any pressure on the 
heart would further embarrass the circulation. Blood 
transfusion at the time of the operation is a great help. 


It is not possible to describe the operative techni- 
que in any detail. Only the salient points will be 
emphasised. 

As regards anaesthesia some surgeons prefer a 
positive pressure anaesthesia to counteract any damage 
to the pleura. However Poppen prefers a high spinal 
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anaesthesia with a sensory level at the third thoracic 
segment. This anaesthesia may be supplemented by 
pentothal sodium and curare to induce shallow 
respirations. The patient is placed in a lateral slightly 
prone position with pillows or inflatable rubber bags 
to support the spinal column in more or less a 
straight line and prevent any sagging of vertebral 
column. 

The incision extends from the level of the sixth 
rib over the eminence of*'the paraspinal muscles to 
the eleventh rib and is then carried in a curved direc- 
tion anteriorly to a point just below the border of the 
twelfth rib. 


The iliocostal and longissmus dorsi muscles are 
separated over the 8th and the 11th ribs and about 
4 c.m. of these ribs are removed close to the vertebrae. 
The pleura is separated from the endothoracic fascia. 
The line of cleavage in indicated by a yellow line due 
to the presence of fat. Through these two windows 
it is possible to reach the ganglionic chain as high as 
the fourth thoracic and as low as the twelfth thoracic 
ganglions respectively. A third window is created 
below the twelfth rib to obtain access to the lumbar 
ganglia. The lumbar .fasia is incised and the psoas 
identified. After cutting the fascia on the psoas the 
sympathetic chain comes into view. 


Through these three windows the sympathetic 
chain is mobilized and the thoracic chain divided just 
above the fourth thoracic ganglion after severing the 
rami communicantes. Below the diaphragm the 
greater and the lesser splanchnics are severed at the 
point where they enter the coeliac ganglion and the 
last splanchnic nerve where it enters the aortico- 
renal ganglion. The sympathetic chain is sectioned 
below the second lumbar ganglion. The lumbar gang- 
lia have a definite influence on the ejaculatory power 
in the male. However, there is a difference of opinion 
as to the relative importance of these ganglia in this 
respect. Some maintain that the first lumbar gang- 
lion is all important and therefore many surgeons 
dissect the sympathetic chain down to the second 
ganglion on one side but not below the first ganglion 
on the second side. However Poppen removes the 
chain down to the second ganglion on either side. An 
analysis of his cases, shows that the power of ejacula- 
tion is not controlled predominantly by the first or the 
second lumbar ganglion. It is possible that in an 
erratic system like the sympathetic the power of 
ejaculation is in all the four lumbar ganglia. In one 
of Poppen’s cases, after sympathectomy, erection, 
libido and potency improved and the patient became a 
father after ten years of married life. In an attempt 
to prevent regeneration of the preganglionic fibres 
tentalum clips may be placed on the chain above the 
third thoracic ganglion, below the second lumbar 
ganglion and at the site at which the splanchnics have 
been divided at the coeliac and aorto-renal ganglia. 
The chain so severed from its connections is now pulled 
out through the aperture at the eleventh rib. 


To obtain a bloodless field of dissection coagula- 
tion of bleeding points with a diathermy machine is 
essential. 
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After a unilateral sympathectomy there is a 
dramatic fall in the blood pressure for three or four 
days. The patient is encouraged to get up on the 
fourth day after putting on a firm bandage on both the 
lower extremities and a corset on the abdomen. 
Assumption of the erect posture without these precau- 
tions would induce syncope in the patient as the blood 
pressure would drop to a dangerously low level. In 
about a week’s time the blood pressure reaches the 
preoperative level. Now the sympathectomy may be 
repeated on the opposite side. After the second stage 
there is a dramatic fall of blood pressure for several 
days. The patient is encouraged to get out of bed 
with bandage and corset. After about the seventh 
day there is a rise in the blood pressure which may g? 
up to the preoperative level except in the sitting and 
lying posture. However, in favourable cases blood 
pressure continues to fall over a period of several 
months. 


Patient is discharged from hospital on the fifteenth 
day. He returns after a month for a check-up. The 
blood pressure is taken in the erect posture with the 
bandage on one leg taken off. If there is no appreci- 
able drop in the blood pressure the bandage on that 
leg is left off. At the end of another month, the same 
test is repeated and the bandage on the second leg 1s 
left off if the blood pressure does not drop. A month 
later the abdominal support is dropped if the test for 
blood pressure is satisfactory. 


For a correct estimate of the benefits derived from 
this operation, a sufficient number of years must be 
allowed to elapse to prove that the operative survival 
curve is materially prolonged as compared with that 
of medically treated cases of Keith, Wagner and 
Barker. These authorities showed that the mortality 
rate in medically treated cases in four years, for the 
first group was 30 per cent; for the second group 42 
per cent; for the third group 78 per cent and for 
the fourth group 98 per cent. 


In literature a blood pressure of 150 systolic and 
100 diastolic has been considered to be the maximal 
normal But it is not enough to be able,to reduce the 
blood pressure to this level by the operation. The 
patient should also be able to resume his work. At 
present therefore results are determined by (a) the 
lowering of blood pressure level (b) the reversal of 
electrocardiographic changes (c) diminution of the size 
of the heart as seen by x-rays (d) improvement in 
retinal vessels (¢) the capacity to return to work. 


Judged by these standards 100 consecutive selected 
cases showed an improvement in 71 per cent of 
operated cases in Poppen’s series. 


An extension of the operation already described 
for hypertension has been named a total or near total 
sympathectomy. ‘The particular indication for this 
operation is the presence of severe cardiac pain along 
with hypertension. The heart is supplied with sen- 
sory nerve fibres through the upper four thoracic 
ganglia. In this operation the whole thoracic chain is 
removed in the first instance. The lumbar chain is 
removed on another occasion. 


NOTES AND NEWS 


ALL-INDIA MEDICAL LICENTIATES 
ASSOCIATION 


An appeal to the members of the Indian Consti- 
tuent Assembly (Legislative) to amend the “Black Act 
of 1933” (The Indian Medical Council Act of 1933) in 
such a way as will redress the wrongs perpetrated on 
Medical Licentiates of India has been issued by The 
All-India Medical Licentiates’ Association. The Asso- 
ciation has based its appeal mainly on the basis of 
democratic tradition whose fundamental principle is 
to give equal opportunities to all for unfolding their 
potentialities to the fullest extent. 


The Association has taken the opportunity of put- 
ting up their case once more before the public as the 
Indian Medical Council has recommended to the Gov- 
ernment of India to amend the Act for some particular 
changes. The memorandum states that the Act has 
placed medical education in India to the tender mercies 
of the General Medical Council of Great Britain 
“which has naturally resulted in” giving an inferior 
status to the Indian Medical personnel and creating 
compartmentalism in the medical profession of the 
country. The act, according to the memorandum, has 
not only made the Indian Medical Council subservient 
to the General Medical Council of Great Britain but 
has also placed a large number of medical personnel— 
nearly 50,000 medical licentiates—outside the pale of 
the Indian Medical Council. Besides the Council has 
been composed in such a way as to disallow initiative 
of the independent medical opinion in the working of 
the Council. 


After giving a brief history of the events leading 
to the passing of the “Black Act of 1933” and the 


strong opposition to it of organised medical profes- , 
sion in India, the memorandum asserts that “the whole | 


idea of the then Government in proposing this bill was 
not the creation of an honest central authority to 
guarantee a uniform and minimum standard of medical 
qualifications in India,” but to institute a facade of 
such an authority in such a way as to serve the main 
purpose of the dominance of the ‘General Medical 
Council’. One of the objects of the bill given by the 
sponsors of the bill was to maintain international 
standard and gain international recognition. Inspite 
of the passing of the bill international recognition to 
many of the medical degrees of different Indian 
Universities was not obtained. The word “inter- 
national standard” remained only a word as no where 
it was specifically admited as to what was to be con- 
sidered as “international standard.” But for the sake 
of these high sounding words, the act excluded a great 
and most conscientious working fraternity of medical 
licentiates from the purview of the Act. While intro- 
ducing the bill, the Government by making altera- 


‘tion in the preamble of the circulated bill excluded the 


Licentiates and thereby created the ruinous “caste 
system” in the body medical of India. The memo- 
randum emphatically asserts that this “serious harm 
to the body medical of this country” cannot be repaired 
unless by orientating anew the entire basis of the Act. 
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Regarding the recommendations made by the 
Indian Medical Council to the Government of India 
for amending the Act, the memorandum opposes tooth 
and nail the compartmental system in medical registra- 
tion because in their opinion that system is “vicious” 
as it is bound to increase the separatist tenden- 
cies and consequently create superiority and infericrity 
complexes. 


The Association through this memorandum has 
therefore submitted that— 


(i) there should be one uniform register and all 
medical men possessing minimum standard of regis- 
trable qualification should be brought under that one 
register. 


(#) A uniform minimum standard of medical 
education and qualification be established in all the 
Provinces. 


(iit)’Lhe present composition of the Indian Medi- 
cal Council should be so changed as to allow sufficient 
non-official element in the administration and to give 


representation to the Medical Licentiates who consti- 


tute the larger section of profession in the council 
through the electorates of the Provincial Medical 


register. 


‘The memorandum finally submits that as medical 
schools are being converted into colleges in different 
provinces the question in regard to the registration will 
be of the Old Licentiates who are practising to-day. 
The All-India Medical Register must include the names 
of all those who are practising the profession at pre- 
sent. There are precedents for such action in the 
case of the General Medical Council of Great Britain. 
Nearer home, the Indian Board of Medicine which 
was established in 1938 by the Government of Bombay, 
entered the names of all those who were practising 
indigenous system of medicine before a fixed date. 
The Association believes that this time honoured custom 


- can be followed by the Council and all the Medical 
Licentiates, but for whom the Indian people would not 


have got the medical care and treatment, can be made 
eligible on the Register. 
* * * * * 


The foliowing resolution was passed at an ordi- 
nary meeting of the Mussoorie Branch of the All-India 
Medical Licentiates Association held on 18-7-48 at 
Dr. J. R. Goyal’s residence: 


This meeting of the Musseorie branch of the All- 
India Medical Licentiates Association expresses its 
emphatic protest against the recent announcement of 
Government of India published in the papers debarring 
Medical Licentiates from applying for Commission 
in the Army. This policy of the Government is at 
variance with the promises given to the Medical 
Licentiates during the last War. It was on the tacit 
understanding given by the Government that the 
Licentiates by the dint of their merit can rise to the 
highest rung of the ladder and their academic quali- 
fications will not be a bar to their promotion to the 
rank that the Medical Licentiates 


accepted temporary Commissions in the I1.A.M.C. The 
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present announcement runs counter to the proclaimed 
promises of the Government. This meeting is firmly 
of opinion that as the Licentiates class has given good 
account of their work in times of War and peace the 
present Government must abide and stand by the pro- 
mises of their predecessors. This meeting stresses 
that it is the legal and moral responsibility of the 
present National Government to respect the previous 
commitments and therefore the Medical Licentiates 
appeal to the good sense of the National Government 
to withdraw the announcement and to throw open the 
Army Commissions to the Licentiates. In case this 
policy of betrayal is persued, the Licentiate Class will 
oppose it in the best possible ways open to them. Let 
the Government realize that in case the wrongs done 
to the class are not righted now, the Licentiates shall 
not be blamed for standing aloof, if and when at a 
future emergency, their services may be needed by the 
country. 


NATIONAL ASSOCIATION FOR THE 
PREVENTION OF TUBERCULOSIS 


In conjunction with the Joint Tuberculosis 
Council the NAPT will organise the following Refre- 
sher Courses during 1948 : 

For Doctors :—Radiology in connection with 
Tuberculosis and Chest Diseases. At Leeds, Septem- 
ber 20th to 23rd inclusive. Fee : £4-4-0 for Course. 
Accommodation 12s. 6d. per day including bed, break- 
fast and dinner. 

For Nurses, Health Visitors, Almoners and Chief 
Administrators :—The Social Aspect of Tuberculosis 
and Chest Diseases. At Leeds, September 23rd .and 
24th. Fee: £1-1-0 for Course. Accommodation 
12s. 6d. per day including bed, breakfast and dinner. 

The following are shorter and more intensive 
Courses for Doctors : 

Non-pulmonary ‘Tuberculosis including -_Lupus— 
At Lord Mayor Treloar Hospital, Alton, Hants. 
Limited number only. October 5th., 6th. and 7th. 
Fee : £3-3-0, exclusive of hotel accommodation. 

Clinical Courses—At Cheshire Joint Sanatorium, 
Market Drayton, Salop. April 27th., 28th and 29th. ; 
May 11th., 12th. and 13th.; May 25th., 26th. and 27th., 
and during the autumn. Fee : £3-3-0 for Course. 
Hotel accommodation £1-1-0 per day. 

Napt Commonwealth and Empire Health and 
Tuberculosis Conference, 1949—Will be held at the 
Central Hall, Westminster, London, on 5th., 6th. and 
7th. July, 1949, 


AUSTRALIANS TO TRY REFRIGERATION 
FOR ICE ANAESTHESIA 


H. W. Sherring writes: A refrigerator to freeze 
limbs for amputation, installed at Sydney Hospital, 
Australia is believed to be the first of its kind in the 
world. 

Sydney Hospital authorities are at present (March 
1948) seeking temperature recording needles before 
putting the newly designed refrigerator into operation. 
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_ Limbs to be amputated by refrigeration anaesthe- 

sia are generally packed in ice and chilled, the limb 
often having to be withdrawn while fresh ice is put in. 
With the new invention there will be no need for 
changing the ice temperatures of bones, muscles and 
skin will be taken by temperature-recording-needles 
without movement of the limb. 


Sydney Hospital officials who invented the 
method approached the well-known Sydney philan- 
thropist, Mr. E. J. Hallstrom, a manufacturer of 
refrigerators, with a suggestion that a refrigerator in 
which the temperatures could be controlled, would have 
= ne over the packed-ice method of chilling 
imbs. 
Mr. Hallstrom willingly co-operated, and designed 
what he considers, to be a satisfactory solution to the 
difficulties of the ice-pack method. He added an ice 
chamber to an ordinary-type refrigerator. This ice 
chamber is tunnel-shaped, and after the limb has been 
placed in it, cotton wool is packed around the entrance. 


The refrigerator has been made cn the absorption 
plan, with no moving parts of mechanism. It is 
operated on an electric element, and is easily wheeled 
about the wards. 


Refrigeration anaesthesia by ice-pack is used in 
many countries, mainly for diabetic gangrene, internal 
diseased gangrene, and embolism due to very weak 
hearts. Patients (depending upon their nervous con- 
ditions) may be given a sedative, but in many cases 
this is not necessary. The operation is painless, there 
is no haemorrhaging, and nowadays, with the use of 
_ penicillin, there is little fear of infection. 


The Sydney Hospital is hopeful that the new refri- 
gerator will be so successful that adaption overseas 
will be merited. 


AUSTRALIAN NURSES WAR MEMORIAL 


As a memorial to 75 Australian nurses who lost 
their lives in World War II, their fellow nurses have 
planned a War Nurses Memorial Centre that will b:2 
a landmark in the history of nursing in Australia, 

The Centre has been planned on a generous and 
comprehensive scale. Chief feature will be a college 
at which nurses may undergo post-graduate training 
for higher administrative and executive positions 
without having to go overseas. Within recent years 
some 25 Australian nurses have taken post-graduate 
courses at the Royal College of Nursing, London, 
under scholarships provided by the Florence Nightin- 
gale Memorial Committee. Teaching staff of the 
Centre will be chosen from these girls. : 

The first post-graduate courses will be in admi- 
nistration and sister tutor work, with probably indus- 
trial nursing and a course for ward sisters to follow. 

Social Facilities—The Centre will enable all orga- 
nisations connected with nursing to be housed under 
the one roof. Social and recreational facilities will be 
provided, with lounges, hall, dining room, library, writ- 
ing and indoor sports rooms. There will be special 
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facilities for disabled war nurses and nurses awaiting 
or recovering from hospitalisation. | The residential 
block will be of about 40 rooms. 


_ The sum needed for the purchase of a Melbourne 

city building considered ideal for the purpose is 
Rs. 10,00,000. The Committee is confident that the 
required amount will be subscribed and the Centre 
opened by the end of 1948. 


Victorian nurses have worked enthusiastically to 
raise funds for the Centre, making donations, holding 
fetes, and giving up their spare time to make collec- 
tions in streets and public fatherings. Chief source 
of revenue is a Queen of Nurses competition, for 
which all the city hospitals and many provincial hos- 
pitals have entered candidates. 


Another function which helped the appeal was a 
carnival featuring radio and stage stars, which was 
attended by over 40,000 people. A:nong those who 
took part in a parade of nurses were Sister Vivian 
Bullwinkel, only survivor of 22 Australian nurses who 
were machine-gunned by Japanese troops on Banka 
Island, and Sister Betty Jeffrey, whose nursing kept 
her friend alive throughout three years in concentra- 
tion camps in Palembang. 

Two Chinese Malayan nurses who are studying 
children’s nursing in Melbourne under the AIF scho- 
larship for Malayan nurses also took part in the 
parade, which included the heads of the wartime nurs- 
ing services, matrons of hospitals, and candidates for 
the “Queen of Nurses” competition representing 16 
city and 16 country hospitals. 

Inspired by Tragedy—The idea of a memorial was 
first raised after the sinking of the Australian hospital 
ship Centaur by the Japanese in 1943, when 11 nurses, 
all save one on board, were drowned. A Centaur 
memorial fund was started to provide post-graduate 
nursing scholarships, but it was felt that this did not 
reach a sufficient number of nurses. 


Then, as it became known how many nurses had 
lost their lives and how heroically they had died during 
and after the Malayan campaign—in bombed Singa- 
pore, on torpedoed hospital ships, at Banka beach, in 
Japanese concentration camps—the feeling grew that 
their only fitting memorial would be one that would 
benefit all nurses, give them the facilities to do better 
work for the sick, and thus raise the status of the pro- 
fession. The present plan is the result—Australian 
News Letter. 


ROFFEY PARK REHABILITATION CENTRE 
HORSHAM, SUSSEX, ENGLAND. 


Under the direction of the National Council for 
the Rehabilitation of Industrial Workers, consisting of 
Lord Horder, G.c.v.0., M.D., F.R.C.P., Chairman, 
Harold Vernon, Hon. Treasurer and T. M. Ling, 
M.D., M.R.C.P., Medical Director, International Post- 
graduate Courses in Social and Industrial Psychiatry 
have been arranged for psychiatrists, industrial physi- 
cians, psychologists and social workers concerned with 
environmental factors in individual and group health. 
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Men and women are equally welcome. The session 
is as follows: 


Monday, June 28th to Sunday, July 4th; Monday, 
August 9th to Sunday, August 15th; Monday, August 
23rd to Sunday, August 29th; Monday, Sept : 20th 
to Sunday, Sept : 26th. 


Training Centre—Roftey Park Rehabilitation 
Centre, which is 35 miles from London, provides in- 
vestigation, treatment and resettlement facilities for 
120 patients of either sex suffering from industrial 
fatigue, maladjustment and other manifestations of 
psychosomatic illness. Attached to the Centre is a 
postgraduate School of Social Medicine and Industrial 
Psychiatry. | Accommodation — Accommodation is 
limited to 24 people of either sex, who reside in an 
attractive residential club on the estate. Tennis, 
swimming and badminton are available. Inclusive Fee 
—The inclusive fee, to include tuition, residence and 
social activities is £9. (Nine pounds sterling). 


Early application for vacancies, stating preferred 
dates, should be made to the Secretary, Roffey Park, 
Horsham, Sussex, England. 


I.M.A. PRESIDENT’S VISIT TO BOMBAY 


Taking advantage of Col. Amirchand, the Presi- 
dent of I.M.A. in Bombay in April-May, the Bombay 
Provincial Branch arranged a course of lectures of 
topical interest by some prominent members of the 
profession including the President himself. 


“Some Problems before the Medical Profession in 
India” —Col. Amirchand speaking on the subject, gave 
first priority to the unity amongst the profession under 
the representative organisation—Indian Medical Asso- 
ciation—even Government was likely to exploit the 
profession if the profession was not strongly organis- 
ed. He drew the attention of the profession to the 
recent fight of the B.M.A. and the British Govern- 
ment in the United Kingdom where the B.M.A. 
because of its strength was successfully fighting the 
cause of the profession. The B.M.A. and the A.M.A. 
have their membership of 80% and over of the mem- 
bers of the medical profession in their country. In 
India unfortunately the medical profession was apa- 
thetic. The membership of the I.M.A. was about 
25% of the total number of the practitioners of 
modern medicine. That was our weakness. Owing 
to that weakness the I.M.A. was not receiving as 
much attention from the Government and the public 
as it deserved. He appealed to every member of the 
medical profession to enlist himself as a member of 
the I.M.A. and hoped every member of the I.M.A. 
to get one new member to the I.M.A. It was pity 
that the feeling of comradeship and unity had not 
sufficiently developed in the profession. Second im- 
portant problem before the profession urgently need- 
ing their attention was that of the Refugee doctors. 
They have been cruelly displaced from their homes and 
practice. They and their families are in very miserable 
condition. It was the duty of the profession to help 
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them to tide over the crisis and to put them to their 


legs again. An appeal for funds to help them, made 
by Capt. Mukerjee at the time of the last All-India 
Medical Conference did not bring out as much res- 
ponse from the medical profession as was expected. 
It was really a shame to the profession that a petty 
sum of Rs. 10,000|- was all that was collected and that 
also by the help of some who had donated in three. 
figures. He again appealed to the profession for their 
generous help to this cause. 


Medical education was taken up by him next. 
He said time had come long back for revising the 
curriculum of medical education. The present course 
was a heavy load on the medical student. It was 
trying to make every student a specialist of every 
subject and the renal principle of making a basic doctor 
was forgotten. Unless and until the whole course is 
properly revised and the examination system is radi- 
cally altered the medical study. remains a laborious 
task, most of what was taught was forgotten by the 
student as he was never to have an opportunity to 
use that knowledge. The post-graduate teaching was 
practically non-existent in this country. He strongly 
believed that unless the undergraduate and _post- 
graduate teaching was completely separated, the latter 
can never achieve the results expected. He also 
emphasized the necessity of doing away with spoon 
feeding system, and creating a system of helping the 
students to study medicines by himself a system where- 
in both the teachers and the taught will work together 
as students. The relationship and fellowship between 
the teachers and their students can only develop in 
that system. Next problem before the profession was 
that of Indigenous system of medicine. The views of 
the I.M.A. are well known to all. To his mind also 
that is the correct attitude that should be adopted by 
all concerned. Those systems, their theories and 
practices be scientifically tested and whatever found 
good in them be absorbed in the modern medicine. The 
reports of the committees appointed by the Central and 
Provincial Governments to study this subject and submit 
their report were awaited. He only desired that the 
issues would be decided purely by scientific yard stick 
and not by practical strategy. 


Another important question before the profession 
was the menace of advertisement of secret remedies and 
practice of quackery. He said the Drugs Act should 
be put into force in every province, this exploitation 
of the people must be stopped. He would have liked 
to speak on subjects like Health Education, Nutri- 
tional Problems, Nationalisation of Medical Services, 
Cheap Medical Relief to the teeming millions of India 
etc. but as there was no time, he would take some 
other opportunity to deal with them. . 


“Ourselves—Retrospection of Medical Practice in 
Bombay’—Dr. C. S. Thakar speaking on the subject 
said that he could look back to a spell of 38 years of 


medical practice in Bombay. When he began his 


career as medical practitioner Bombay was not con- 
gested, there were no good roads. The Grant Medical 
College and the J. J. Hospitals had not the up-to-date 
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laboratories and theatres. Pathology did not exist. 
Dr. Rao and Dr. Surveyer did their researches on 
oriental sore and mycetoma in small rooms and earned 
international fame. It was only 15 years ago that the 
G. S. Medical College and K. E. M. Hospital came 
into existence and were staffed by Indians only. To- 
day Bombay can boast of these well-equipped medical 
colleges, hospitals and laboratories. 


Parsis and Christians were the pioneers in the 
field of medical practice in Bombay. Almost till 1920 
the best families had their family physicians from those 
communities—men like Drs. Viegus, Gomes, Bhal- 
chandra Krishna and Deshmukh and many others 
possessed sound medical knowledge, well dressed and 
had excellent bedside manners and were honest. They 
had created great confidence in their patients. They 
made their names not only in the profession but in 
the public affairs of the city as well. The family 
physician in those days was well trusted and respected 
and often well rewarded. There were very few con- 
sultants and the relations between the family physi- 
cians and consultants were most cordial. 


Some highly qualified and clever men in general 
practice have done very well. They would have done 
so anywhere. ‘The younger men in the profession 
having not to tread the hard and thorny path have 
not cultivated those qualities required by the family 
physician. To-day the institution of the Family Phy- 
sician is not as strong and as respected as it was in 


Amongst consultants also, some have adopted 
business man’s tactics, attend four patients at a time 
and hardly follow up the cases. While in general the 
fees of medical consultants have remained within 
reasonable limits, some have been charging fabulous 
fees of Rs. 300|- for a visit to Malad. Is this right ? 


Dr. Thakar thought it was necessary to organise 
the profession properly and establish proper relations 
between the general practitioners and consultants and 
standardise the fees for various medical and surgica! 
services rendered to the patent. He was of the opinion 
that medical men should not remain aloof from other 
spheres of activities. They should enter into local 
and general politics and contest elections to local and 
other bodies as thereby they would serve the people 
better. Unity in the profession should be strengthened 
by every member of the profession joining the I.M.A. 
“We shall never succeed in our uphill task unless we 
unite and stand together.” He referred to two other 
matters. One was the need for a co-operative medical 
store and another of a meeting place where members 
of the medical profession can meet socially—a sort 


of medical club or a gymkhana. 


Dr. Chandulal Mehta supplementing the remarks 
of Dr. C. S. Thakar drew the attention of the mem- - 
bers of the medical profession to certain malpractices 
that crept in the medical profession some years ago 
and are taking roots. He said practice of spli 


ting fees 
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between the general practitioners and the consultants 
and between the G.P’s, consultants and various anci- 
llary medical services have lowered the prestige of 
the profession. Because of such malpractice going on 
in the profession, the public does not trust the G.P. 
who should be their family physician, a guide and a 
friend. The G. P. in a city like Bombay in general 
except a few, are losing the honour and position of 
respect and trust. He is being treated by the public as a 
member of a trade rather than a member of a profes- 
sion whose traditions have been built on service and 
ideas. When the public have started exploiting the 
medical profession as its members have volunteered 
to share his profits with the lay people it is upto 
the younger generation of the medical profession who 
should stand up with high principles and ideals of 
Mahatmaji and put a stop to this kind of base practices. 
Live and let live was not the “ Sutra” for the medical 
profession. It only killed the instinct of service and 
humanitarian principles in a medical man. He also 
referred to the slackness and carelessness exhibited 
by the medical profession in granting certificates of 
sickness to the people. If such instances are repeatedly 
brought up before the Bombay Medical Council how 
can one blame the authorities to restrict the privi- 
leges of the profession and with what strength and 
honour can the organisation of the profession like the 
I.M.A. fight for their rights. He pleaded to the mem- 
bers of the medical profession to purge the profession 
of such disgraceful practices as soon as possible. 
Referring to Dr. Thakar’s remarks about the fabulous 
amount of fee being charged by some consultants, he 
said that it was very necessary for the profession to 
decide what should be the expectation for various types 
of services rendered by various classes of practitioners. 
With the advent of our Government a very serious 
and responsible duty has fallen on the profession. It 
is to guide the popular Government in the matters of 
public health service and medical relief and put before 
them concrete proposals which would enable the public 
to attain better health. No state can ever afford to pay 
the members of the service as much as the members ir 
the private practice can aspire to get, the result being 
that clever and better trained people are reluctant to 
take up appointments in teaching and relief service. 
Unless such people are in the services the future 
of the medical profession and medical relief of the 
people cannot be bright. Solution of this problem by 
the medical profession. and its representative organisa- 
tion in consultations with the Government authorities 
is urgently necessary, as the popular Government, are 
trying to make their plans and implement them. 


Col. Amirchand deprecated the dirty practice of 
splitting fees with agents in the insurance practice. 
The fault he would lay on the profession. He narrated 
a few of his experiences of the G.P’s. He said it was 
necessary to look back to regulate the present and plan 
the future. He was glad to come in such close con- 
tact with the medical profession in Bombay. Bombay 
was the first to fight the battles of Indian medical 
profession with the foreigners and he hoped Bombay 
would always give lead in other matters. 
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REVIEWS 


THE MEDICAL ANNUAL, 1947 (sixtyfifth year) 
—Edited by Sir Henry Tidy, «.B.E., M.A., M.D., 
F.R.c.p. and A. Rendle Short, M.D., B.S., B.SC., 
F.R.C.S., Demy 8vo., (pp. 464+4+1xxxii+71). 

John Wright & Sons Ltd., Bristol, England. 


This annual review of the progress of medicine in 
all its branches has passed through 64 volumes before, 
the present one being the 65th volume in the series. 
The Medical Annual has come to occupy a prized 
position by itself through service to the medical public. 
A large number of medical men, who are regular 
readers of the Medical Annual, eagerly look forward 
to receive in their hands this very serviceable annual 
volume. As usual, the present volume presents a 
thorough survey of the progress made in the medical 
world in the different fields during the previous year. 
The world has just emerged out of a global war 
which, in spite of its widespread and devastating 
effects, has contributed to discoveries and advance- 
ments of outstanding importance in the medical 
sciences. Penicillin, D.D.T. are two commonly known 
examples. Many others, like streptomycin, are yet on 
trial. The review of the medical progress for the 
whole year involving the collection and assessment of 
the huge material covering the trials and tests of 
diverse medicaments, therapeutic substances, appliances 
and new methods, is a very heavy task indeed. But it 
must be said that this task has been executed, and 
very ably at that, by the editors and the various 
contributors to the Medical Annual, 1947. Apart 
from the body of the volume, containing the ex- 
tensive review, of special interest is the “Introduc- 
tion” by the editors wherein is to be found a very 
concise yet precise summary of the previous year’s 
progress as reviewed in the volume. This volume has 
well-maintained the tradition of the previous volumes 
in keeping the practitioner well-posted with latest 
informations, without the exuberances, in all the 
branches of medicine. The publishers deserve to be 
congratulated on their ability to bring out this volume 
with good paper, printing and profuse illustrations in 
spite of the serious restrictions continuing from war- 


time emergencies. 
R. “SINHA. 


THE 1947 YEAR BOOK OF OBSTETRICS AND 
GYNECOLOGY—Edited by J. P. Greenhill, m.v., 
D\c. 16 m.o., pp. 590. The Year Book Publishers 
Inc., 204, South Dearborn Street, Chicago 4, 
U.S.A. Price 3-75 dollars post paid. 


The Year Book Publishers have been doing a 
great service to the medical public by regularly pub- 
lishing these critical retrospective annual reviews in 
all the important branches of medical science. The 
1947 Year Book of Obstetrics and Gynecology is an 
important member of this happy family, ably edited 
by Dr. Greenhill who has been in charge of editing 
this volume since the sad and untimely demise of the 
late Dr. De Lee. This volume, like its predecessor, 
contains not only the abstracts of a very large number 


of contributions gleaned from numerous medical 
journals, but, there appears, throughout the book, 
criticisms, suggestions and personal comments from 
the editor himself. This latter feature is very impor- 
tant and interesting at the same time, as this makes 
the volume more attractive and helpful rather than 
one containing the abstracts only. Although a reader 
may not agree with all the comments of the editor, 
yet it is quite helpful, as the reader receives, through 
the pages of the book the personal opinion of an 
experienced colleague on the subject concerned. The 
present volume, the 1947 Year Book, has been edited 
and produced to be equally very useful like its pre- 
decessors. The series of 20 questions forming the 
“Year Book Quiz”, on the jacket flap of the book, 
makes the volume all the more agreeable and accept- 
abie. Congratulations are also due to the publishers 
for the pleasing get-up, good paper and nice printing 
in types not offending to the eyes. 
R. Sina. 


DISEASES OF THE CHEST—By Robert Coope, 

M.D., B.SC., F.R.C.P., Second Edition, 1948. Demy 

8 vo. pp. xv-+541. Published by E. & S. Living- 

stone Ltd., 16-17 Teviot Place, Edinburgh. Price 

25s. net. 

‘As men teach so they write’ writes Lord Horder 
in the foreward of this book and thus putting the whole 
arrangement of the book in a nutshell. The author 
has impressed the need for the beginner to be a slave 
to method. Only facility—-which comes late—enables 
the observer to decide what he may safely omit. 

Out of 34 chapters the first five are devoted to 
physiology and anatomy, and physical signs. This 
portion is stressed because the present chest physicians 
are perhaps more devoted to x-ray viewing box than 
the case or the post-mortem table. Undoubtedly x-rays 
have brought great advances in diagnostic methods. 
“Radiological diagnoses” have as yet no clearly 
proved pathological picture. Thus radiological inter- 
pretation needs to be controlled by knowledge of the 
normal, and subjected to the confirmation and correc- 
tion of pathology. As such only two radiograms are 
included in the text and the collection of representa- 
tive radiograms finds a place at the end of the book. 
Because the author believes that a student can only 
understand its value under the guidance of an expert 
and in relation to his own case. Influenza and common 
cold each find a chapter in this treatise. Oxygen 
therapy, chest injuries, mediastinal and diaphragmatic 
lesion, each feature as a separate chapter. 

The simple and elucidatory diagrams are numerous 
and helps to explain vividly the clear and lucid text 
description. The author says “This book is an essay 
in medical education, an endeavour to set forth, as 
I see it, how diseases. of the chest should be: taught. 
There is no attempt to say anything new or revolu- 
tionary but rather to return to first principles.” The 
author has been successful in his efforts. 

We recommend this book to all medical students 
specially advanced ones who find “chest difficult”. 
This book will also help the practitioners who take 
interest in chest diseases. 

B. P. Neoey, 
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TUBERCULOSIS IN THE COMMONWEALTH, 
1947—Complete Transactions of the Common- 
wealth and Empire Health and Tuberculosis 
Conference, London 1947. Published by National 
Association for the Prevention of Tuberculosis 
(NAPT). Tavistock House North, Tavistock 
Square, London, W.C. 1. Price 15s. 

The volume is a complete record of the papers 
read at the Conference and the discussions which fol- 
lowed, together with the address of the Chairman. 
The subjects of discussion covered a wide range in- 
cluding (a) Tuberculosis in the Commonwealth, 
(b) The National Health Service Act, 1946—and its 
Effect on Tuberculosis, (c) Sanatorium Design at 
Home and Abroad, (d) Care and _ Rehabilitation 
Scheme, (e¢) Specific Measures in the Prevention and 
Treatment of Tuberculosis—Streptomycin, B.C.G., etc. 

Lively debate is recorded on B.C.G. It looks that 
there are at present two main fields for the use of 
B.C.G.; infancy and the period of adolescence and 
young adult life. In the more advanced civilizations 
the importance of the first seems to be diminishing, 
though vaccination may still be of importance in 
selected cases. In primitive, impoverished or highly 
susceptible populations, where ordinary control is 
difficult, child vaccination may not only be of value, 
but may prove to be the most effective, as it is one 
of the least expensive means of prevention. Dr. 
Arthur Quinton Wells put forward the plea for a wider 
investigation of vaccine from vole bacillus. Strepto- 
mycin also evoked a lot of interest. Dr. Hinshaw of 
Mayo clinic enumerated the use of streptomycin in 
clinical tuberculosis. It has been found useful in 
tuberculous meningitis, acute hematogenous miliary 
tuberculosis, in severe cases of tuberculous laryngitis 
and ulcerating tuberculous lesions of the mucous 
membranes of the oropharynx; progressive ulcerating 
tuberculous lesions of the tracheobronchial tree. At 
_ the present stage of our knowledge streptomycin therapy 
is not indicated for treatment of all types of pulmonary 
tuberculosis. Toxic potentialities are (a) disturbance 
of vestibular function, (b) deafness in rare instances, 
(c) cutaneous rashes and (d) renal damage in rare cases. 

The present volume contains many useful informa- 
tion regarding the problem of tuberculosis. We hope 
to see it in the shelf of every doctor interested in 


tuberculosis. 
B. P. Neocy. 


THE OVERSEAS POST-GRADUATE MEDICAL 
JOURNAL—Published by the Fellowship of Post- 
Graduate Medicine, 1 Wimpole Street, London, 
W. 1. Crown 8 vo. Price 7/6 Quarterly. 

We extend a hearty welcome to this new Journal 
which is designed to exert a significant ‘influence as a 
contributory force in post-graduate medical education’. 
Endeavour has been made to enhance the standard of 
post-graduate teaching by publication of articles of real 
value from reputed personalities, covering a wide field 
of medicine, surgery and gynecology. We have no 
doubt that this Journal shall find a place in the shelf 
of medical men with aim at higher post-graduate 


qualification. 
H. K. Roy. 


CORRESPONDENCE 


The Editor is not responsible for any views 
expressed by contributors—Ep., J. Indian M. A. 


I 
MEDICAL EDUCATION 


Sir,—The cause of modern Medical Education 
seems to suffer a grave danger at the hands of the 
present administration of the province. I have, there- 
fore, to urge the Madras Government to be plain and 
clear cut and declare their policy in-regard to Medical 
Education in the province. If they have no confidence 
and faith in modern medicine they can categorically 
say so and abolish all medical colleges in the province, 
as a first step towards nationalisation and democracy 
after the attainment of Independence for India. It 
passes one’s understanding how otherwise they could 
remain passive when all sorts of lay people are styling 
themselves doctors, exploiting the fair name 
Mahatmaji, in whose name a summer school or college 
of medicine was recently started at Nandyal. That 
an officer of Government of the Board of Indian 
Medicine is connected with it lends support to the 
suspicion that the Government are indirectly encourag- 
ing such efforts. It has been the case that the Directors 
of this business are ‘B’ Class Practitioners of Indian 
Medicine and they have boldly distributed handbills 
that training in modern medicine also would be pro- 
vided and a good enough fee was levied from as many 
as 150 lay persons, who, styling themselves hereditary 
practitioners have gathered from different places in 
Andhra Desa. A good many of them are teachers, 
lawyer’s clerks etc. One should not be surprised, if 
the authorities should appoint them to Rutal Dis- 
pénsaries, as a piece of demonstration in their national 
zeal in the field of medicine. Only, one would then 
be tempted to ask, why not abolish all Law Colleges, 
enabling all litigants and touts to practise as lawyers 
and thereby democratising and nationalising Law? 


It is high time that the Government should make 
up their minds and act boldly and courageously one 
way or the other. The ‘B’ Class Practitioners should 
be prevented from dabbling in modern medicine and 
also be brought under the penal laws. Further, the 
Government should forthwith prevent the opening and 
running of such mushroom growth institutions as the 
one at Nandyal which seek only to exploit the great 
name of Mahatmaji and also taint the fair name of 
modern medicine. Otherwise, there is no zeal for the 
scientifically trained medical graduates, the output of 
the medical colleges in the provinces, in pursuing their 
course which most of them have chosen as their voca- 
tion and at such great expenditure of money, time and 
energy. I am etc. 


G. V. Hanumanrua Rao, 
Vice-President, 
Andhra Provincial Branch, I.M.A. 


Guntur, 4-8-48. 
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II 


NAGPUR MEDICAL SCHOOL 


A press announcement dated 19th July 1948 from 
Nagpur states “A medical school, with a three-year 
course and a revised syllabus, is to be started in Nagpur 
from November and students who have passed the 
matriculation examination will be eligible for admis- 
sion to the school. Announcing this, the C.P. and 
Berar Government state that while 110 students had 
been admitted last year to the medical college, the 
number had to be restricted to 56 this year owing to 
the shortage of accommodation, technical staff and 
equipment. Even as it was, the college had been 
working in five shifts. There was also shortage of 
hospital facilities. Further, owing to the Govern- 
ment’s decision to close down the Robertson Medical 
School, 92 students there had to be admitted to the 
college. 

The announcement adds that Government are 
aware of the fact that a large number of students are 
desirous of following the medical profession, and there 
is, in addition, a great shortage of medical practitioners, 
particularly in rural areas. In order to meet these 
demands, Government have decided to start a medical 
school to which it is proposed to admit 56 students in 
the first instance. Government regret that they can 
not do anything further in this respect. 

The medical college, which was opened last year, 
is at present located in a group of military hutments 
pending the completion of the college buildings at 
Ajni, about three miles from here.” 

An astounding announcement this, to be made 
by a responsible government in this year of grace 1948; 
they want to turn the clock back by half a century. 
It seems they have never cared to study the world 
Medical opinion of to-day nor the considered views of 
the exponents of Medical Education of their own 
country. The Medical Licentiates after undergoing 
the humiliations of a system of watertight compart- 
mentalism in the Medical Education of our country, 
enforced by an alien bureaucracy, were about the first 
to announce to the world that they were prepared to 
self-extinction and self-effacement, so that the future 
Medical generations may not have to pass through a 
similar ordeal in life. ‘The Licentiates Association for 
about half a century put up a strenuous fight and 
have just succeeded in their attempts to abolish the 
Medical School Education in the country. The Indian 
Medical Association joined hands with them. The 
various universities, the provincial and central Medical 
Councils, different governmental committees and lately 
the Bhore Committee have all with one voice suggested 
that there shall be in future only one standard of 
Medical Education for the country and i.e., the univer- 


CORRESPONDENCE 
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sity standard, which means a five years Medical course 
_after Inter-Science. 


It was gratifying to note that all the provinces 
accepted this move and worked up in that direction 
by abolishing all the medical schools and_ started 
colleges instead. Even Bengal with its eight medical 
schools is trying to keep pace with other provinces. 


At such a time, the C.P. Government have 
“decided” to have a three years course after matric. 
Want of medical personnel for the rural areas,—the 
same old time-worn bureaucratic argument,—is the 
basis for their action. It is well-known that under the 
existing conditions, medical men have not been settling 
in rural areas, and will not, unless attractive remunera- 
tion and better amenities of life are offered to them. 
Moreover, it is an insult to the dump millions living 
in rural areas to say that their lives could be played 
with by these half-baked doctors, while the urban 
gentry enjoy the benefits of fully qualified doctors, as 
defined and accepted to-day. One did not expect at 
least our National Government to offer such preferen- 
tial treatment to a few at the cost of the very large 
majority. That will be an exhibition of impotent 
incompetence ; to administer to the needs of the popu- 
lation in an unpartial manner. 


It is therefore to the lay public of C.P. that we 
primarily appeal to start a tearing campaign against 
this ill-conceived and extremely retrograde measure 
of their Government. It is said that the Government 
have “decided” on this proposal; it will therefore be 
extremely difficult to undo the wrongs if once the 
medical school starts working. No time should there- 
fore be lost in carrying out the anti-medical school 
propaganda. 


The medical profession in general and the two 
premier medical associations in particular, should not 
sit quiet over the affair. All their past work in 
reforming the medical education of the country will 
have gone in vain, if they meekly submit to this chal- 
lenge from C.P. against their considered opinions. 
This is not the time to pass pious resolutions but 
direct action should forthwith be taken. Some sort of 
Satyagraha shall have to be planned and worked up 
and C.P. should realise that such an affront to the 
medical profession cannot be tolerated under any cir- 
cumstances. If such a decision is taken by the asso- 
ciations, I shall be the first to offer my humble self 
to this noble cause, and I am confident that medical 
men in their hundreds will join this movement, It 
only remains for our High Command to decide and 
give a directive and let us hope it will be done early 
and in time. I am etc, 


U. B. Narayan Rao. 
Bombay, 3-8-48. 
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CURRENT MEDICAL LITERATURE 
MeEpIcAL ASPECTS OF MALIGNANT Lesions Or THE 
Anus, Rectum AND COLON 


WakErieLp (Proc. Staff Meet Mayo Clinic, 22:153, 1947) 
writes that diagnosis of a malignant lesion should not be 
included in the patient’s record without a pathologic report 
of confirmation. In the age group in which malignant lesions 
of the colon, rectum and anus are most likely to occur there 
are usually coexisting diseases which make the progress of 
the surgeon hazardous. These include infection of the respira- 
tory system, cardiovascular and renal disease, gastrointestinal 
disorders not connected with malignancy, diabetes, hyper- 
thyroidism, etc. These diseases are mainly chronic and tend 
to relapse or recur after operation. . 

Generally no preoperative treatment of these other systems 
is necessary unless there is actual decreased functional acti- 
vity. If the organs show decreased function their activities 
should be supported by appropriate measures (insulin, digi- 
talis, antibiotics, etc.). 

In most cases metastases from the rectum and colon 
occur in the liver. However, an enlarged liver in the patient 
with a lower bowel tumour does not always mean metastatic 
advancement. 

Anemia due to loss of blood from chronic bleedings must 
be attended to, preferably by blood transfusions. 

Saline laxative is given preoperatively to produce a 
liquid stool and colonic irrigation is used too. If operation 
is postponed it should be remembered that the patient is 
receiving laxatives and enemas. Also the preoperative diet, 
high in carbohydrates, is not adequate and should not be 
prolonged. 


INFLAMMATORY DISEASES OF BOWEL 


Brown (Proc. Staff Meet. Mayo Clinic, 22:155, 1947) 
has divided inflammatory diseases of the bowel into specific 
groups. The most commonly encountered in the specific groups 
are due to organisms of the Genera Salmonella, Shigella and 
Staphylococcus and the parasite Ent. histolytica. Sulphadia- 
zine, he believes, is the drug of choice for treatment of bacillary 
dysentery and institution of two courses of emetine hydro- 
chloride with two to three courses of carbarsone for the treat- 
ment of amebiasis. 

In the non-specific diseases chronic ulcerative colitis and 
regional enteritis are most commonly observed. The author 
feels that there is no drug, antibiotic agent or surgical pro- 
cedure for these conditions that are more than of assistive 
value. He believes there are three factors that often precipi- 
tate the disease or cause a relapse: (1) emotional and mental 
stress, (2) intolerance to one or more ordinarily excellent food 
items, and (3) acute recurrent infections such as the common 
diseases of the upper respiratory tract or acute diarrhoea. 


GASTROINTESTINAL TRACT IN REGULATING 
Wuite CorPuscles 


BoccuzzI anp Paolino (Rev. Gastroenterol, 14:839, 
1947) write that their experimental researches and clinical 
observations furnished them with the following elements, which 
they considered to support the theory of the participation of the 
gastrointestinal tract, and above all of the stomach, in reguiat- 
ing the hematic leucocytic picture. 


(1) Constant and characteristic alteration of the white 
series in pernicious anemia, not secondary to those of the rej 
series ; ‘ 
(2) stimulating action of the leucopoiesis by the gustrit 
and liver extracts, not only in patients from pernicious anemia, 
but also in other leucopenias and normal subjects ; 

(3) lack of digestive leucocytosis in processes deeply 
altering the gastric mucosa; 

(4) possibility of provoking digestive leucocytosis in the 
above named cases, by adding extracts of gastric mucosa to 
the proteid meal and by an intaking of undercooked liver; 

(5) frequent lack of leucocytosis in the carcinoma of 
the stomach, substituted by a leucopenia, which may be very 
marked when it is localized in the mucosa of the pyloric 
antrum; in the same cases frequent lack of digestive 
leucocytosis ; 

(6) frequent leucopenia with relative lymphocytosis under 
various conditions of disease, all of them having anatomic and 
functional alterations of the gastrointestinal tract (simple 
gastric achylia, essential hypochromic anemia, gastric resec- 
tions, typhoid fever. 


PENICILLIN IN SUBACUTE BACTERIAL ENDOCARDITIS 


Wacner (Am. J. Med. Sc., 215:84, 1948) has analyzed 
the reports in the literature of 521 cases of subacute bacterial 
endocarditis treated with penicillin. Clinical arrest was 
effected in 371 patients (71-3 per cent) who have continued 
to remain well. In an additional 95 cases (18-2 per cent) 
a “cure” was produced in the hospital, but the disease recurred 
and the patients died within 3 to 4 months. No autopsies 
were performed in this group. The remaining 55 cases (10-5 
per cent) were complete clinical failures. 

The following principles of treatment are amply justified 
by this composite experience: 

1. The sensitivity of the infecting organism to penicillin 
should be determined in vitro within a range of 0+1 to 1 unit 
per c.c. 

2. If the organism is sensitive, the dosage of penicillin 
should be 500,000 units daily by continuous intravenous drip. 
3. All cases should be treated as early as possible. 

4. Therapy should be continued for at least 28 days. If 
the patient’s condition does not improve, 1,000,000 units should 
be given daily for 28 more days. 

5. The plasma level of penicillin and the sensitivity of 
the organisnt to penicillin in vitro should be determined twice 
a week, 


EmpuyseMaA: An Earty ROoenTGEN SIGN oF 
BRONCHOGENIC CARCINOMA 


RIGLER AND Ketsy (Radiology, 49:578, 1947) write that 
obstructive emphysema is an early sign of bronchogenic 
carcinoma resulting from partial obstruction of a bronchus 
by the tumor. 

It is best demonstrated by roentgenograms or fluoroscopic 
examination made during expiration. The transition from 
emphysema to atelectasis as the tumor grows and completely 
obstructs the bronchus may be readily determined by repeated 
roentgen examination. 

Five cases are reported in detail and two partially to 
illustrate the importance of these observations. 

Patients suspected of bronchogenic carcinoma but without 
frank roentgen findings should always be examined in expira- 
tion as well as inspiration. 
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Careful study should be given to minor differences in radi- 
ability of the two lungs to determine whether obstructive 
emphysema is present. Such a finding should lead to further 
investigation by bronchography, planigraphy, and bronchoscopy. 


Gout a YouNG MAN 


Berk (Am. J. Med. Sc., 215:290, 1948) reports of a case 
of gout in which the following unusual features occurred: 

1. The onset was previous to the patient’s eleventh 
birthday. 

2. The patient’s diet was never very high in purines. 

3. The roentgenograms displayed bone and joint destruc- 
tion in excess of any found in the available literature. 

4. Hyperuricemia was not present in several laboratory 
determinations. 

5. A tophus was found behind the ear. 

Criteria demonstrating the inflammatory nature of gouty 
arthritis are presented. 

Physicians are reminded that gout can simulate other 


joint disease. 
INTRAVENOUS ATROPINE FOR PFPTIC ULCER 


Lanpau (Brit. M. J., 1:928, 1947) presents a case in 
which a gastric ulcer was radiologically and clinically cured 
in a very short time by a form of treatment involving cod 
liver oil before breakfast and the daily intravenous injection 
of atropine sulfate, gr. 1/60 dissolved in 10 c.c. of 10 per cent 
calcium gluconate. This is characteristic of this physician’s 
standard treatment for peptic ulcer. 


Errect oF ANTIMONY ON THE ELECTROCARDIOGRAM 


ScHOEDER ANp oTHERS (Am. J. M. Sc., 212:697, 1946) 
write that tartar emetic and fuadin have been used exten- 
sively and with success in the treatment of granuloma 
inguinale. They have studied the effects of these and other 
compounds of antimony upon the electrocardiogram. An 
analysis was made of 315 electrocardiograms taken on 100 
patients during various stages of treatment with tartar emetic 
or fuadin for schistosomiasis. Contrary to the findings of 
other investigators, there were no significant alterations in the 
heart rate. An increased amplitude of P waves in Leads 
2 and 3 was found in 11 per cent of the patients. Fusion of 
S-T segments and T waves was found in 45 per cent; and 
Q-T interval was prolonged beyond the limits of normal 
in 27 per cent of those studied. Varying degrees of decrease 
in amplitude of T waves in all leads, resulting in deep inver- 
sion in many cases, were found in 99 per cent of the patients. 
This change was more pronounced during tartar emetic therapy 
than during treatment with fuadir. The duration of these 
changes was variable, at times persisting as long as two months 
after cessation of treatment. 

The significance of these changes is not readily apparent. 
The authors believe they represent a relatively harmless side 
action of antimony transient in nature and of no great import- 
ance in indicating impaired cardiac function or the prognosis 
of the patient 


Stupres of THE AuTONoMIc Nervous SySTEM IN 
‘Atopic’ INDIVIDUALS 
Cowen Wotr (J. Allergy, 18:391, 1948) write that 
patients with allergic respiratory disease manifest a statistic- 
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ally significant increase in the incidence of intense palmar 
sweating as determined by the Silverman technique over 
patients with psychoneurosis (civilian) and syphilis. 

Race, sex, and age (15 to 65 years) are without influence 
on intense palmar sweating; therefore, the difference in inci- 
dence between the allergic and nonallergic groups is due to 
factors associated with the clinically manifest allergic state 
and are not sampling errors. 

The significance of this phenomenon is discussed from the 
standpoint of disturbed water balance and _ cholinergic 
stimulation. 

It seems probable that clinically manifest allergic respira- 
tory disease in man is dependent on an inherent behaviour 
pattern of the autonomic nervous system in addition to the 
immunologic factor of hypersensitivity. 


Coronary ArTERY DISEASE IN DIABETES MELLITUS 


STEARNS AND OTHERS (Arch. Int Med., 80:463, 1947) 
reported on the “incidence and clinical significance of coro- 
nary artery disease in diabetes mellitus.” They concluded 
that although advanced coronary artery disease is generally 
accepted as a frequent complication of diabetes, the high 
incidence of this complications of dibetes has not been 
fully appreciated. They believe this to be due in small part 
to the fact that a statistical inclusion of young persons with 
diabetes in whom severe coronary artery disease, although 
not rare, is relatively infrequent. A second factor of statis- 
tical importance was the survival of diabetic persons to ages 
at which coronary artery disease becomes more frequent and 
more severe even in persons without diabetes. Such coro- 
nary artery disease was disclosed in approximately three 
fourths of the hearts of fifty diabetic patients by means of 
post mortem injection plus dissection technique. One third 
of these patients died of coronary heart disease. Ons fourth 
of the entire group had had angina pectoris. 

Among diabetic women over the age of forty the inci- 
dence of significant coronary arteriosclerosis, of angina 
pectoris and of death due to coronary artery disease is as 
great as among diabetic men. This is in sharp distinction to 
population. 

Angina pectoris, deaths due to acute coronary disease 
and congestive heart failure all are most common when hyper- 
tension is present in diabetic patients than when the blood 
pressure is normal. The severity of the coronary arterio- 
sclerosis is correlated with the duration but not with the 
severity of the diabetes. 

Early detection of the symptoms of coronary artery 
disease in persons with diabetes is necessary if the sequelae 
of coronary arteriosclerosis are to be postponed or avoided. 

Mild hyperglycemia is preferable to a regimen which 
may result in insulin hypoglycemia and the attendant risk 
of precipitating myocardial infarction. 


STREPTOMYCIN IN PULMONARY TUBERCULOSIS 


Streptomycin inhibits the growth of Mycobacterium tuber- 
culosis in vivo clinically and experimentally. Its action appears 
to be bacteriostatic rather than bactericidal, and it exerts a 
suppressive action upon the course of most forms of tuber- 
culosis in human beings. The development of bacterial 
resistance to this antibiotic is a frequent occurrence, mani- 
festing itself usually between the twent-eighth and fifty-sixth 
days of treatment. Thus the greatest field of usefulness of 
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streptomycin should be found in those forms of the disease therapy. It should not be regarded as a substitute for the 
which might be permanently benefited by therapy of one accepted forms of treatment—National Health and Medical 


or two months’ duration . It is equally apparent that the Research Council, Australia, M.J. Australia, 2:558, 1947. 
course of chronic fibrotic forms of the disease is unlikely 


to be affected in any permanent manner within this period Surcery or HyperTHYROIDISM 
of time, although temporary regression may occur. — 4 7 
At present it is considered that streptomycin is of a Dr. Frank H. Lahey, director of the Lahey Clinic at 


value in the treatment of the following forms of tuberculosis: Boston, told in his Cecil Joll lecture that in 26,000 operations 
Generalized hemotogenous tuberculosis and tuberculous for hyperthyroidism performed on 23,000 patients the clinic's 
meningitis: These are acute manifestations of the disease and tality was 0-75%. This figure is astonishing when one 
the immediate effect of treatment is often dramatic. The realises that quite 1000 of these patients were so toxic that 
final results of therapy are far from satisfactory. it was necessary to do a partial thy roidectomy in several 
- Non-surgical pulmonary tuberculosis: The caseo-pneu- stages, before the days of thiouracil. During the Past four 
monic and the predominantly exudative forms respond favour- ¥°4"* when patients have been prepared with thiouracil, there 
ably. A rapidly progressive lesion may become sufficiently has been only 1 death—from coronary thrombosis—in 1000 
controlled to permit of other measures such as collapse aeaas 
-therapy being undertaken. It is of particular value in con- By bringing down the high metabolic rate to normal the 
trolling an acute spreading lesion following hemoptyses. thiourea drugs make the patient safe for operation and remove 
Ulcerative lessions of the larynx, trachea and bronchus: the need for multiple-stage procedures. Of the three thiouracil 
Considerable improvement may occur, and if the parenchymal agents now in use Dr. Lahey finds that all are equally 
lesion can be controlled recurrence is unusual. effective in abolishing symptoms but thiouracil has been 
Surgical pulmonary tuberculosis: The use of strepto- abandoned because of its higher incidence of complications, 
mycin pre-operatively and post-operatively is believed to while propyl thiouracil with its 1-25% of complications has 
lessen the risks of post-operative tuberculous complications been the safest. These anti-agents will not replace surgery 
and to hasten the recovery of patients. It is well to remem- entirely, because interference with the synthesis of thyroxine 
ber that the longer the pre-operative period of administration often gives rise to hypertrophy of the gland with unslightli- 
is continued the less time is available post-operatively before ness and occasionally tracheal compression and there is the 
bacterial resistance is likely to occur. ever-present danger of agranulocytosis, which may arise as 
Tuberculosis of the genito-urinary tract: In renal tuber- long as a year after the start of treatment while the patient is 
culosis amelioration of symptoms may occur, but streptomycin on a maintenance dosage. Often, too, symptoms recur on 
is not curative. Cystitis is improved considerably and in maintenance dosage and more and more recurrent cases are 
early cases cure may be effected. Fistulae associated with coming to surgery. In Dr. Lahey’s experience, the rate of 


tuberculous epididymitis have been reported as cured. recurrences has been very high in men, and he now advises 
Tuberculosis of bone and joints; Alleviation of symptoms men not to undergo treatment with the antithyroid agents 
and temporary regression of the lesion may be expected. alone. All cases of thyrotoxicosis at this clinic are now made 


Method of administration and dosage: The dosage is on-toxic with propyl thiouracil, on the grounds that even in 
from one to three grammes within twenty-four hours, given minimal cases of thyrotoxicosis one cannot forecast the degree 
in divided doses intramuscularly every four hours. In the of postoperative reaction. In this country only patients with 
majority of patients two grammes will be found adequate, @ severe or average thyrotoxicosis are as a rule prepared in 
and on this dosage it is thovght that toxic manifestations are this way. At Boston the preparatory treatment is given at 
less frequent. home, the patient being warned to report any disturbing 

Solutions containing 25 to 100 milligrammes per millilitre manifestations. If the patient becomes sensitised and develops 
may be used for topical application, intrabronchially or in a feverish reaction to propyl thiouracil, treatment may he 
aerosol sprays. In ulcerative lesions of the respiratory tract continued with thiouracil. The length of time taken in 
topical application or aerosol spray should be used in addi- preparation varies. The basal metabolic rate (B.M.R.) in a 
tion to parenteral administration. It is recommended that primary case drops about 1% a day, whereas patients with 
two millilitres be used every hour for eight to ten hours a toxic adenoma show a daily fall of about 0-3%, since they 
daily if possible. store more thyroxine. If the B.M.R. is slow in dropping 

In tuberculous meningitis 100 to 200 milligrammes in two the patient is put to bed in hospital. With a B.M.R. of 
to five millilitres of isotonic saline solution should be given +50% the preparatory rest in hospital lasts about seven 
every twenty-four to forty-eight hours for two to six weeks weeks; a B.M.R. of +15% is considered satisfactory. The 
in addition to parenteral administration. thiourea drugs give rise to increased hyperplasia, vascularity, 

Limitations and dangers of streptomycin in tuberculosis: and friability of the gland, greatly increasing the technical 
Usually tuberculosis produces destructive lesions within the difficulty of its removal; this difficulty is minimised by giving 
organs it attacks. Healing is accompanied by much fibrosis. Lugol’s iodine and at the Lahey Clinic the ideal has been 
Streptomycin cannot restore tissue already destroyed. found to be a full course of propyl thiouracil followed two 

In the majority of cases therapeutic activity ceases within weeks before operation by iodine, the first week in conjunc- 
two months due to bacterial resistance, and therefore other tion with propyl thiouracil and the final week alone. This 
methods of treatment must not be neglected. In almost every procedure is adopted because agranulocytosis’ does not appear 
patient to whom it is given for a period of more than three after the propyl thiouracil has been discontinued for a week. 
weeks some toxic manifestations are certain to occur. There- Patients who rapidly develop myxoedema are taken off treat- 
fore this antibiotic should be withheld from those patients ment and sent home to regain a normal metabolic level. 
who are making satisfactory progress under the conventional Children no longer present any particular difficulty: 200 under 
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12 years of age have been operated on at Boston, the youngest 
being aged 234. The preparatory dosage of thiouracil is 
the same as for an adult, and the operation is just as safe. 
Pregnant women are prepared in the same way with no 
adverse effects on infant or mother; the ideal is to operate 
as early as possible in pregnancy. Psychotics with associated 
hyperthyroidism are made non-toxic with the drug and main- 
tained in a non-toxic state for a longer period than usual 
to stabilise their emotions. Where diabetes and hyper- 
thyroidism coincide, the raised metabolism makes it impos- 
sible to control the diabetes, but if the metabolism is first 
lowered with thiouracil the blood-sugar can be controlled 
and the patient made safe for operation. In 1921 Dr. Lahey 
recommended complete thyroidectomy in cases of hyper- 
thyroidism with advanced cardiac failure; the mortality was 
6% but the results strikingly successful; these patients are 
now also treated with propyl thiouracil and complete rest, 
and are allowed to become stabilised before operation is 
undertaken. 

When Dr. Lahey last visited England he watched Cecil 
Joll at work, and was astonished at his apparently inadequate 
exposure and his bloodless teasing method of using dissecting 
forceps to free the gland and dislocate it forward. But all 
agree that Joll’s results fully justified this technique. It is 
Dr. Lahey’s practice to ligate the four main arteries of the 
thyroid to lessen the chances of postoperative reactions, 
haemorrhage, and recurrences, and in every case he demons- 
trates the recurrent laryngeal nerves and parathyroid bodies; 
this last proceeding is not the general rule in this country. 
He implies that it is necessary to ligate and severe all 
tethering veins—the middle thyroids draining into the internal 
jugulars, and the inferior thyroids draining into the innominate— 
so that the lobes can be completely dislocated forward before 
their section and removal is begun. The infrahyoid muscles 
are cut tranversely in all cases. 

In conclusion, Dr. Lahey remarked how great a change 
has come over thyroid surgery during the past-four years, 
since the advent of the antithyroid agents. This has been 
the experience everywhere in Edinburgh, for example, as 
speakers at the International Society of Surgery remarked, 
there has been a striking reduction in thyroidectomies but 
all agree that the next four years may show as many changes 
and still further improvements.—Lancet, 2:512, 1947. 


AppENDICITIs COMPLICATING PREGNANCY, 
LaABor AND THE PUERPERIUM 


Metinc (Surg. Gynec. & Obstet., 85:512, 1947) discusses 
the problem involved in making a diagnosis of acute appendicitis 
during pregnancy, labor and puerperium. A 13-year statistical 
summary of the records of the obstetrical, gynecologic, and 
surgical services of University Hospitals of Cleveland, Ohio, 
showing the incidence of abdominal disease complications of 
pregnancy, is presented. 

Four case histories of patients with acute appendicitis 
complicating labor or the puerperium which occurred in 
Cleveland during 1945 to 1946 are described. 

The efficacy of the use of chemotherapy and antibiotic 
therapy in the treatment of appendicitis and peritonitis is 
discussed. The author regards as the optimum treatment of 
appendicitis during the first seven and a half months of 
Pregnancy a well timed and properly executed appendectomy, 
with the least possible manipulation of the uterus, gastroin- 
testinal decompression, blood, plasma, and fluids intravenously, 
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and adequate chemotherapy and antibiotic theraphy. Post- 
operatively, some authors report good results from the intra- 
venous administration of estrogen-progesterone therapy to 
avoid abortion or premature labor. A _ difficult problerm 
presents itself when appendicitis occurs during the last two 
and a half months of pregnancy, during labor on the puerperium, 
particularly if perforation of the appendix has taken place 
followed by diffuse peritonitis. For such patients the author 
advises cesarean section by low transverse laparotrachelotomy, 
followed by properly executed appendectomy, intraperitoneal 
implantation of 5 to 10 grams of sulfanilamide or sulfathizole 
crystals, massive doses of penicillin postoperatively for several 
days accompanied by gastrointestinal decompression, blood and 
plasma transfusions, and intravenous nutrition —Surgical 
News Letter, A.M.A. 


APPENDICITIS IN PREGNANCY 


De Vor AND orHeErS (Proc. Staff Meet. Mayo Clin., April 
2, 1947) state that the majority of pregnant women who are 
suffering from acute appendicitis give a history of previous 
attacks. The symptoms are similar to those met with in non- 
pregnant women. The most valued single fact is the history 
of repeated attacks. The area of pain is higher and more 
lateral because of the elevation and rotation of the appendix. 
If the appendix has ruptured, the pain in the abdomen will 
be more diffuse, but on careful palpation more pain and 
hyperesthesia may be elicited on the right side than on 
the left. There is always a danger lest the abdominal con- 
dition may be attributed to the ordinary complaints referable 
to the gastrointestinal tract of the pregnant woman or even 
to the belief that the patient is in labor. The leucocyte count 
is of doubtful value as there is normally a leucocytosis in 
the pregnancy state. The pulse rate, however, is usually high 
and out of proportion to the temperature which may, in fact, 
be absent. The diagnosis becomes specially difficult in the 
last two months owing to the size of the uterus, the increased 
uterine tonicity and the upward and lateral displacement of 
the appendix. The presence of persistent pain may be help- 
ful. Conditions to be kept in mind are toxemia, acute 
hydramnios, rupture of the uterus, placenta previa and separa- 
tion of the placenta. Then urgent surgical conditions have 
to be considered, such as intestinal obstruction, degenerating 
uterine fibroids and torsion of an ovarian cyst. The treat- 
ment is surgical. If labour sets in, adequate analgesia should 
be secured and as conservative a management of delivery as 
is consistent with the patient’s condition should be carried out. 
The post-operatvie course may be difficult, and a generous 
use of sulphonamides and penicillin is imperative. 


TREATMENT oF HyDRAMNIOS 


Hydramnios is a serious obstetrical complication which, 
according to DeLee, arises about once in 200 labours. It is 
often associated with developmental abnormalities in the foetus, 
such as monsters, spina bifiida, and anencephaly. Treatment 
in such cases is" surgical induction of labour with no thought 
for the foetus. A good radiogram will usually reveal foetal 
abnormality, and one should be taken in every case of 
hydramnios before the treatment is decided on. \ 


In the rare cases where hydramnios is associated with 
a normal foetus the correct treatment is also as a rule fairly 
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clear. The condition usually occurs between the sixth and 
eighth month, when induction of labour will produce a pre- 
mature foetus with small chances of viability. The accepted 
principle in the past has been to treat such cases conserva- 
tively as long as possible so as to give the foetus the best 
chance of survival; interference has been resorted to only when 
the maternal condition demanded it. Abrams and Abrams (Am, 
J. Obst. & Gynec., 52:299, 1946) suggest that ammonium 
chloride is useful in reducing hydramnios, and in a preliminary 
report on two cases they show good results. They gave gr. 90 
of enteric-coated tablets daily for seven days in one, and 
gr. 75 daily for seven days in the second case: this produced 
diuresis, loss of weight, and reduction in uterine tension. In 
both cases live normal babies were born and both patients 
had normal deliveries. Abrams and Abrams claim that the 
drug is harmless to the mother, but it would be advisable to 
watch the urine carefully for signs of renal damage, such as 
the passage of albumin and casts, during the exhibition of 
the drug.—Lancet. 


INFARCTION OF LUNG 


ZuscuLac (Am. J. Dis. Child, 74:399, 1948) writes that 
pulmonary infarctions occur more frequently in children than 
is generally believed. At least 74 cases are described in detail 
in the literature, and data on an additional 38 cases are reported 
in this paper. ; 

The etiologic factors in thrombosis are endothelial injury, 
slowing of the blood flow and changes in the blood. Infection, 
atelectasis, allergy and venocylsis may be contributory factors. 

The effects of embolism or thrombosis in the lungs are 
determined by the location, degree and rapidity of the obstruc- 
tion to pulmonary circulation and by the presence or absence 
of an associated circulatory incompetency or infection. 

It is usually impossible to distinguish between embolic 
and thrombotic infarcts. Detailed gross dissections and a 
large series of microscopic sections are needed in order to 
make an accurate differentiation. 

Emboli, oftener than primary thrombi, are believed to be 
responsible for pulmonary infarctions in children. The emboli 
come oftener from the iliac and femoral veins than from other 
peripheral veins. 

. The fact that the formation of thrombi in a patent ductus 
arteriosus may be the source of fatal pulmonary embolism 
constitutes an additional reason for early ligation of a patent 
ductus arteriosus. 

Electrocardiographic studies have not been made in a 
sufficient number of cases of pulmonary infarction in children 
to permit appraisal of their diagnostic value. 

Roentgenograms of the chest with clinical signs suggest- 
ing pulmonary infarction may be helpful in diagnosis. 

That in the majority of cases pulmonary infarction among 
children is associated with severe infections is verified by thr 
reports in the literature, as well as by the observations in the 
present series of cases, 
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The exact mechanism of death due to occlusion of the 
pulmonary circulation is still a subject of controversy. The 
general opinion is that the mechanical factor is the initial one, 
followed by reflex pulmonary atelectasis, bronchial spasm and 
reflex spasm of several or all of the pulmonary arteries. 


Sudden death, with its characteristic picture in cases of 
pulmonary embolism, is more rare in children than in adults. 


The clinical diagnosis of pulmonary infarction is seldom 
made in children because coexisting disease may mask the 
symptoms and signs. - 


Gonococctc VAGINITIS IN CHILDREN TREATED WITH A 
SINGLE INJECTION OF PENICILLIN IN BEESWAX 
AND PEANUT OIL 


CLaRKe AND ErsenBerc (Am. J. Dis. Child., 74:707, 
1948) write that twenty girls, 2 to 10 years of age, with 
gonococcic vaginitis were treated with single intramuscular 
injections of 100,000 or 200,000 units of penicillin in beeswax 
and peanut oil, with prompt clinical and bacteriologic remis- 
sion in each case. A single recurrence after one hundred and 
twenty-two days, cured by retreatment with the same method, 
was considered to be due to reinfection. In no cases were 
untoward reactions to treatment observed. 


ToNnGuE AND NIACIN DEFICIENCY 


BAKWIN AND OTHERS (Am. J. Dis. Child., 74:657, 1948) 
write that lesions of the tongue are common in children. 


Four types of lesions of the tongue were observed in the 
present series: acute glossitis; glossitis migrans or geographic 
tongue; mild swelling of the tongue, and fissures of the tongue. 


The effect of large doses of niacinamide (nicotinamide 
U.S.P.) (8 to 20 mgm, per kilogram of body weight) on 
the lesions of the tongue of a group of children was studied 
and result compared with that for an untreated group. 

The acute glossitides improve spontaneously or after 
chemotherapy. They occurred secondary to a chronic lesion 
of the tongue. 

Of the patients with swollen and fissured tongues who 
were treated with niacin (nicotinic acid U.S.P.) a larger pro- 
portion showed improvement (14 out of 17) than was observed 
among patients who received no therapy (4 out of 16). 

In no patient was complete cure effected, although treat- 
ment was continued in 2 patients for as long as twenty-four 
and twenty-six months respectively. 

Glossitis migrans was unaffected by niacinamide therapy. 

The diets of children with changes of the tongue were 
not demonstrably different from the diets of children without 
such changes. 

These results lend support to the view that niacin has 
a favourable influence on the nutrition of the tongue. They 
fail to substantiate the view that the lesions of the tongue 
commonly seen in children are due to niacin deficiency. 


injections of calcium gluconate were given daily” please read “Six 10 ccs, injection of calcium gluconate, one a day, were 


given. 


In the August 1948 issue, page 360, col. 2, after the author’s name, S. R.: Vengsarkar, in place of City Tower 
Hospital, Arthur Road, Bombay please read City Fever Hos pital, Arthur Road, Bombay 
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